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A B S T R A C T. 
The main objective of the present study was to 
provide an adequately controlled experimental and clinical 
study to assess the efficacy of hypnotherapy in the treatment 
of nocturnal enuresiso Hypnotherapy was operationally defined 
in terms of current research in hypnosis. Subjects were 48 
nocturnal anuretic boys, aged 8 to 13. Treatment consisted of 
six standardised sessions, one hourly session per subject 
per vreek. Results indicated that hypnotherapy was significantly 
more effective in decreasing (a) nocturnal enuresis, compared 
with both pretreatment base line $nuresis frequency and a no 
treatment control (b)maladjustment. Secondary en~retics were 
found to be more maladjusted than primary enuretics, resRonded 
better to hypnotherapy, yet relapsed more after treatm~nt. 
Comparisons with other studies indicated that hypnotherapy 
was a desirable short term clinical alternative to more 
established psychotherapeutic, psychopharmacological and 
conditioning methods of treatment. 
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SUMMARY. 
INTRODUCTION. 
Nocturnal enuresis or bedwetting is a common 
childhood problem. It is more common in boys than girls after 
the age of five (Oppel et al, 1968). Approximately five per 
cent of all children wet their beds three or more times a 
month at the age of ten (de Jonge, 1973). A distinction 
commonly made in research in enuresis is that of prima~y and 
secondary enuresis. The first refers to persistant wetting 
from birth, the second to the reappearance of enuresis after 
a period of continence (MacKeith, 1968). 
There is evidence that the two types of 
enuretics differ with regard to etiology, personality character-
istics and therapeutic responsiveness. While there is con-
troversy over the etiology of primary enuresis, most current 
researchers agree that secondary enuresis has a mainly 
psychogenic basis (MacKeith 1968, 1972, 1973; Rutter et al, 
1973; Kolvin et al, 1972, 1973). There is evidence that 
secondary enuretics are more emotionally disturbed than 
pr:Lmary enuretics (Kolvin and Taunch, 1973), respond better 
to treatment of a more psychological nature yet relapse more 
than primary enuretics after treatment ( Novick, 1966; 
Shaffer et al, 1968). 
There are various methods of treatment for 
nocturnal enuresis, all of which seem to have limitations. 
Psychotherapy has not been found to be significantly more 
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effective than spontaneous remission (Werry and Cohrssen, 1965; 
De Leon and Mandell, 1966). Both psychopharmacological and 
conditioning treatment have high relapse rates (Turner, 1973; 
Blackwell and Currah, 1973). 
Some or other form of hypnotherapy has been 
used for many years in the treatment of nocturnal enuresis 
(Ambrose and Newbold, 1968; Walberg, 1948) and there is 
evidence for its utility and efficacy (Lazarovici, 1971; 
Hartland, 1971). However, there has been no adequately con-
trolled experimenta~ research in the area. 
There are currently two distinct paradigms1 
in research on hypnosis (Spanos and ·,Chaves, 1970). The 
traditional"trance paradigm" views hypnotic behaviour as being 
qualitatively different from waking behaviour. On the other 
hand Barber (1965, 1970) has been able to demonstrate experimen-
tally that certain "task motivational" instructions aimed at 
enhancing expectancies,attitudes and motivations administered 
in the waking state, had as significant an effectiveness on 
responsiveness to test suggestions as what has been tradition-
ally known as a "hypnotic induction" i.e. suggestions of eye 
heaviness, eye closure, relaxation, drowsiness, sleep and a 
unique state of deep trance. 
The aim of the present study was to assess 
the effectiveness of hypnotherapy with nocturnal enuretic boys 
~ The term paradigm is used in the sense of a set of basic 
assumptions, .both implicit and ex~licit, share~ by scientists 
working in an area of enquiry, together with a related set 
of criteria for asking meaningful questions and selecting 
research topics (Kuhn, 1962). 
'· 
under controlled experin1ental conditions. Hypnotherapy was 
operationally defined in three forms:-
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(a) A hypnotic induction (H) followed by suggestions (t) aimed 
at decreasing enuresis and maladjustment (Treatment con-
dition H+). There is consistant evidence for an association 
between enuresis and emotional disorder or maladjustment 
(Shaffer, 1973). 
(b) "Task motivational" instructions aimed at enhancing ex-
pectancies,attitudes and motivations given in the waking 
state (W) followed by suggestions (+) aimed at decreasing 
both enuresis and maladjustment. (Treatment condition W+). 
This form of hypnotherapy constituted a direct application 
of Barber's (1965, 1972) experimentation and theory in the 
clinical situatjon. 
(c) The induction of hypnosis without any suggestions following 
it (Treatment condition H). 
Subsidiary aims were to provide further 
research on the primary/secondary enuretic distinction (Kolvin 
and Taunch, 1973) and the issue of whether hypnosis is a 
special state qualitatively different from the waking state 
or not (Barber, 1972). 
HYPOTHESES: The main hypotheses of the present study 
were that hypnotherapy, as defined above, would result in a 
significant decrease in nocturnal causes and maladjustment as 
compared with :-
(a) pretreatment base-line enuresis frequency and 
(b) a no treatment control (treatment condition NT). 
--- ~----- .~~-----
' r 8 
1. The Barber Suggestibility Scale (Barber, 1965). 
2. The Children's Hypnotic Susceptibility Scale (London, 
1962). 
3- "Diagnostic ratings of hypnotizability" (Orne and 
owconnell, 1967). 
Suggestions aimed at decreasing both enuresis 
and.~aladjustment1 (for treatment conditions H+ and W+)which 
were administered in the third, fourth, fifth and sixth treat-
ment sessions, were standardized by means of a tape recorder. 
These suggestions were compiled jn keeping with current research 
and theory on enuresis (Kolvin, MacKeith and Meadow, 1973) and 
hypnotherapy (Hartland, 1971; Meyer and Tilker,l969). They were 
~pecifically geared towards the reinforcement of positive 
behavioural changes (Meyer and Tilker,l969). Regular telephonic 
and postal contact enabled full enuresis records to be obtained 
for all subjects for the duration of the research. These had a 
pretreatment range of eleven to twenty-one weeks and extended 
for at least six months after treatment. 
RESULTS: Hypnotherapy, as defined above, resulted in 
a significant improvement in nocturnal enuresis as compared 
with :-
(a) pretreatment base-line enuresis frequency. 
(b) no treatment (control condition NT). 
The improvement in enuresis was significantly 
1 "Maladjustment" was defined in terms of measures on the 
psychological tests; neuroticism as measured on the Junior 
E.P.I. and CPQ, anxiety as measured on the CPQ, and be-
havioural deviance as measured on Child Scale A. 
} 
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apparent over the treatment period and was maintained for six 
months after treatment. In addition, hypnotherapy resulted in 
a significant decrease in maladjustment as measured on two of 
the three psychological tests (neuroticism as measured by both 
the Junior E.P.I. and CPQ). 
Reason for the significant improvement in 
enuresis was adduced. This would appear to have been owing to 
the tape recorded suggestions aimed at decreasing enuresis and 
maladjustment, when preceeded by certain appropriate antecedent 
conditions; the enhancement of positive expectancies, attitudes 
and motivations. One form of hypnotherapy, which explicitly 
incorporated these antecedent conditions (treatmetit condition 
Wt) was significantly more effective than no treatment over 
the six month follow-up period. Thus support was provided for 
Barber's (1965, 1972) experimentation and theory in this 
clinical application of his alternative paradigm. 
Secondary enuretics were found to be generally 
more maladjusted than primary enuretics, and responded better 
to hypnotherapy, yet tended to relapse more after treatment. 
These findings support current theory and research indicat~ng 
that primary and secondary enuretics differ with regard to 
personality characteristics and therapeutic responsiveness 
(Kolvin and Taunch, 1973; Kolvin et al., 1973; Shaffer et 
al., 1968; Novick, 1966). 
In order to generalize the results of tbe 
presen~ study 1 comparisons were made with a number of other 
j 
t 
. 
j 
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studies (Werry and Cohrssen, 1965; De Leon and Mandell, 1966; 
Kelvin et al-~ 1972), dealing with other methods of t~eatment 
and the oalculation of outcome in terms of "cure". Hy:pno-
therapy was found to be significantly more effective than brief 
vsychotherapy. It would appear to have been superior to 
imipra::nine (the most common psychopharmacological agent used) 
in that while not being as initially effective, there was nJ 
startling relapse pheno.:nenon after treatment. In general hypno-
therapy would appear to have resembled the supposed conditioning 
effect (Turner, 1973) of the "b:;tzzer" (an electrical alarm 
system for waking children when they wet at night), although 
cure and improvement rates were not as high. 
CONCLUSION: This research satisfied its main obje9tive 
of providing a controlled study assessing the efficacy of 
hypnotherapy with nocturnal enuretics. Comparison ·11i th other 
studies provided reliable generalization of results. In vie-;v-
of comparable efficacy with more established psychopharmaco-
logical and coniitioning treatment, it was indicated that 
hypnotherapy would appear to be a desirable alternative method 
of treatment for nocturnal enuresis. 
f 
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1.1 
INTRODUCTION 
Definition and Classification of the Enuretic 
Disorders of Childhood. 
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Nocturnal enuresis or bedwetting has undoubtedly 
occurred since man's earliest days but historical reviews trace 
the earliest reference back to the Papyrus Ebers which is dated 
1550 B.C. (Glicklich, 1951; Salmon, 1971 ). Nocturnal en~resis 
has traditionally been viewed as a homogeneous entity. More 
recently, there have been increasing attempts at classification 
and differentiation, with the recognition that different types 
of enuresis may be asso?iated with different etiologies,natural 
histories, personality characteristics, prognoses and thera-
peutic responsiveness. Important distinctions such as enuresis 
diurna and en~resis nocturna, and primary and secondary enuresis 
are now recognized. Primary enuresis refers to persistent, con-
tinuous bedwetting while secondary enuresis refers to onset or 
acquired wetting. The criteria for the "dry interva+" in the 
case of secondary enuresis varies. Some authors accept six 
months (Martin, 1966; Novick, 1966), but most insist on a 
minimum of twelve months. de Jonge (1971,,) has included a third 
category, "intermediate", which refers to enuretics who had a 
dry period ranging from three to twelve months. 
According to the traditional medico-psychiatric 
view, nocturnal enuresis is a symptom of generalized disorder, 
when there is no associated organic pathology (Kanner, 1955; 
Hill, 1961). However, this explanation has now been seriously 
questioned, since several carefully conducted studies have 
failed to reveal a significant relationship between enuresis 
and maladjustment, i.e. while there is an excess of psychiat~ic 
disorder in enuretic children, especially among older children, 
12 
the majority of enuretics are found to be psychiatrically 
normal. (Hallgren,l957; Werry ani Cohrssen, 1965; Lapouse and 
Monk, 1959; Rutter et al. 1973; Kanner, 1961; Barbour et al., 
1963; Lickerish, 1964)- This fact together with the pronounc~d 
age-incidence cu~ve (Lovibond, 1964; de Jonge, 1973) provide 
a strong case for classifying enuresis generally as a develop-
mental disorder, at least when it occurs in isolation (Ru4ter, 
1965; Kelvin and Taunch, 1973; MacKeith, 1964, 1968). In view 
of recent controversy over the use of the terms "developmental 
disorder" and "maturational delay" (MacKeith, 1972, 1973; 
MacKeith et al. 1973), it should be pointed out that the term 
is used here purely in the descriptive rather than aetiologic~l 
sense. Regarding aetiology it would seem apparent that enuresis 
is mul t.ifactorial in origin - as will be indicated in later 
discussion. 
Definitions of nocturnal enuresis have t~e 
problem that at an earlier age bedwetting is undubitably normal 
or physiological (see Jones, 1960; Yeates, 1973, for an analysis 
of the physiology of nicturition and development of bladder 
control) whereas at a later age it is abnormal or pathologioal. 
Where there is no organic impairment, there are various criteria 
that have been used designating bedwetting as abnormal; a~­
tiological, age, functional and operational criteria (Kelvin 
and Taunch, 1973). Not enough is known as yet about the etiology 
of nocturnal enuresis, and cut off points for an age or operat-
ional criterion are arbitrary and deny a possibly "normal" 
minimum wetting frequency thereaftero Such problems lead Bransby 
et al (1955) to operationally define enuresis as wetting occurring 
once a month in the month preceding the interview. 
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1.2 Epidemiology Of Nocturnal Enuresis. 
Nocturnal enuresis (hereafter referred to as 
simply enuresis unless otherwise stated) is a common child-
hood problem. Generally speaking the recorded incidence 
varies a little from country to country depending probably 
upon definition and method of assessment (Gerrard and Zaleski, 
1969). Although most children achieve nocturnal continence 
by the age of four, epidemiological surveys have indicated 
that approximately 10% of Swedish (Hallgren, 1957), 23% of 
:British (Miller et al, 1960), 30% of North American (Oppel 
et al' 1968) and 33% of Australian children (Hawkins, 1962), 
still wet their bed at least once a week at this age. 
The epidemiology of enuresis provides knowledge 
as to the normal process of bladder control maturation. Where 
there is no therapeutic or other intervention, the relation 
between age and incidence of enuresis reflects the spontaneous 
course of the problem. From this age distribution, spontaneous 
remissioL rates at various ages can be deduced (e.g. de Jonge, 
1973~; Lovibond, 1964) and used in the evaluation of 
therapeutic outcome. 
A comprehensive review of the available 
publications (de Jonge, 1973 ) has shown that comparisons of 
results offer difficulties, owing to differences in the 
methods of investigation (who is interviewed, how, etc.)and 
variation in the criteria of enuresis applied (once a week, 
once a month etc.). 
Some central conclusions can be drawn from the 
various surveys :-
1. Nocturnal enuresis can persist throughout the pediatric 
age range and sometimes into adulthood. :Based on various 
epidemiological surveys, the average incidence in boys 
ages 8 through 12 for example, with which the present study 
is concerned, seems approximately 9%, using a criteria of 
at least one wet night per week (Forrester, 1964; Hawkins, 
1962; Thorne, 1944: de Jonge 1973; ). ])es:pite a slowly 
declining incidence with age, over 2% of children are sti~l 
wetting their beds at the age of 15 (Turner, Yo~ng and 
Rachman, 1970; Thorne, 1944; Lovibond, 1964) and, although 
the samples may be biased, surveys of American and :British 
male military recruits suggests that even in adulthood 
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(i.e. ages 17 - 28) the incidence may be as high as 1 - 3 per cent 
(Thorne~ 1944; Levine, 1943; Flag, 1964). 
2. This high incidence correspondends with low spontaneous 
remission rates. On the basis of all published data, de 
Jonge (1973r) estimates that for the age period 6i to 12, 
the average chance that a child with nocturnal enuresis 
will spontaneously achieve bladder control within a year 
is 13.5%. In his own study of 10,000 children in Einulioven 
and surroundings, de Jonge (1971 ) obtained a 15% spontaneous 
remission rate for this age group (using the enuresis 
criterion of more than three wet nights per month). 
Lovibond (1964), using data obtained from canada (Br'ansby 
et al., 1955), Norway (Hallgren, 1957), and Australia 
(Hawkins, 1962), obtained slightly higher figures; for 
example an average of 17.8% spontaneous remission for 
ages 6 to 12. However this is still considerably lower 
than Eysenck's (1952) spontaneous recovery rate (40% 
per year) for neurotic illness. 
3. Nocturnal enuresis is more common in males than in fe-
males, especially up to the age of 11 (de Jonge, 1973, 
l97lb; Addis, 1935; Weiss, 1936; Schaper, 1955; Hawkins-, 
1962; Oppel et al. 1968). 
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4. The primary/secondary enuretic distinction (i.e. persistent 
vs. onset) was first reported in the medical literature 
by Thursfield (1923). It has been receiving increasing 
prominence in theory construction and research (Novick, 
1966; Hallgren, 1957; MacKeith, 1964, 1968, 1972; Kolvin 
and Taunch, 1973; Kolvin et al. 1973). Although the 
figures vary, secondary enuresis (defined in terms of 
a dry period of one year or more), exists in approximately 
20 per cent of all cases of nocturnal enuresis after the 
age of four (de Jonge, 1973). 
1.3 Nocturnal Enuresus As a Psychosomatic Entity. 
Nocturnal enuresis is an intriguing condition, 
since it epitomises the problems of what is popularly called 
"psychosomatic medicine", which has the implicit assumption 
that there is no disease ("dis-ease") without psychological 
reverberations (Engel, 1967; Wittkower et al., 1969). As 
Engel (1967) points out, psychosomatic research is still far 
~way from adequately measuring inter-relationships between 
psychological processes, let alone interactions across the 
psychological and somatic "interface". (The very term 
emphasises the dualistic barrier the psychosomatic movement is 
attempting to overcome). 
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While definitions and diagnoses of nocturnal 
enuresis pose no real problems, besides variation among 
researchers, the same is not true for psychopathology in ohild-
hqod, which usually appears as a widespread disturbance of 
functioning in several different areas, and is related to the 
number, duration and severity of symptoms (Shaffer, 1971). In 
addition there are the specific research problems with regard 
to the diagnosis of psychopathology such as the validity of 
measurement techniques, sampling biases etc. (Werry, 1967). 
If the aim is to identify simularity of sequence 
of psychological and somatic phenomena, there are a variety of 
possible psychosomatic relationships : i.e. if psycho-
pathology and enuresis have been demonstrated to co-exist in 
a child, the relationship may be psychogenic, psycho-
additive (where the psychopathology is prolonging the 
enuresis), somatopsychic or reactive (psychopathology occurs 
/ 
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as a result of the enuresis), psychosomatic- somatopsychic, 
(for example the psychological cause of the enuresis, now co-
exists with a secondary psychological reaction to the enures~s) 
or merely a coincidental occurrence of psychopathology and 
enuresis (Werry, 1967). 
There are possibilities in attempting to ascertain 
the nature of the relationship when the variables psychopathology 
and enuresis are found to co-exist in a certain child. When we 
go further and attempt to ascertain direct etiological factors 
the position becomes even more complicated, as "man is complex 
and a' priori', his symptoms are likely to be multi-factorial 
in origin in that any symptom may be due to different single 
main causes or to different combinations of causes". (MacKeith, 
1968). (E.g. a prior genetic factor being necessary and inter-
acting with later psychological stress to cause enuresis). Jn 
addition the discussion of the etiology or cause of any symptom 
may be further confused because while the symptom may continue 
the cause may change. 
Werry (1967) and Shaffer (1973) have undertaken 
reviews of studies on the association between nocturnal 
enuresis and psychopathology and conclude that psychopathology 
is more common in enuretics than non-enuretics after the age 
of g. This conclusion is further reinforced by studies 
(Hallgren, 1957; Rutter et al., 1970) showing that psychiatric 
disorder is more common among children with both diurnal and 
nocturnal enuresis. However, as mentioned before, the majority 
of enuretics are found to be psychiatrically normal. This 
incidence varies; (55% (Werry, 1965), 60% (Werry, 1967); 
(Hallgren, 1957), 73% (Kolvin et al. 1971). Thus while there 
(_ 
does seem evidence for an association between nocturnal 
enuresis and maladjustment (Michaels and Goodman, 1934; 
Hallgren, 1957; Stein and Susser, 1966; Werry, 1967; 
Rutter et al., 1973) this association is by no means certain, 
in view of contradictory evidence from a number of w~ll 
controlled studies in which no significant asssociation was 
found (Hallgren, 1957; Tapia et al., 1960; Lovibond, 1964; 
Baker, 1969). Future research should clarify this. 
In those children with psychiatric disturbance 
it is difficult to find any specificity in the disturbance, 
with regard to both major psychiatric syndromes such as 
neuroses (Rutter et al., 1970), or more simple habit disorders 
such as nailbiting (Hallgren, 1957; Rutter et al., 1970). 
There does seem to be a commonly reported associati.Qr:J. between 
enuresis and "immature behaviour" such as speech delay 
(Hallgren, 1957) but the research in this area is inadequate 
and poorly defined. However, regarding personality and social 
difficulties, projective tests have shown reasonably consist-
ently that enuretic boys are more acquiescent and less out-
going than non-enuretics (Shaffer, 1973). 
Regarding the nature of the psycho-somatic 
association, a psychogenic relationship has long been recog-
nized, especially by more traditional psychodynamic 
theorists. -Psychological stress would seem to play a large 
part in the genesis of onset enuresis (MacKeith, 1968). 
However factual research in well controlled studies (de 
Jonge, 1969), Hallgren, 1957) showed that only 50 and 55% 
of their onset cases respectively were precipitated by an 
event likely to have an emotional effect on the child. With 
18 
! 
/ 
/ 
\ 
the exception of Paulett and Tuckman's(l958) study in which 
1 
pregnancy was reported as a frequent trigger, these 
19 
precipitants have been quite diverse and non-specific (Werry,l967, 
Kolhvin and···T:aunc~~1~73}This has lead some authors to 
postulate a constitutional predisposition as additionally 
necessary in order to obtain a more complete etiological 
picture for secondary enuresis (Werry, 1967; Kolvin artC-T~unch 1973). 
Shaffer (1973) has been circumspect in emphasizing a reactive 
nature to the psychosomatic relationship on the grounds that :-
(1) psychiatric symptomatology has been found to be more 
common in the later years of childhood (Grant, 1958) 
and 
(2) the studies he reviews which showed beneficial changes 
after treatment, do not deal with changes in enuretic 
children with major degrees of maladjustment. 
However, Shaffer's review has included a much neglected 
psychosomatic association, i.e. the association between 
enuresis and emotional disorder may be due to the presence o:f 
common antecedents to bo'th conditions, as enuretics share 
with delinquents and children with other forms of psychiatric 
disorder an increased frequency of family disorganization, a 
history of early stress experiences and an adverse social 
class bias. However there is a qualification again, as in the 
case of secondary enuresis mentioned above. A genetic factor 
might be prior, as Hallgren (1957) found that the parents in 
such broken homes convey a significant genetic loading for 
enuresis. 
l. In this study, a direct association between onset enuresis 
and maternal pregnancy (or fear of pregnancy) reached 
80~0. 
1 
As no common psychopathology underlying 
nocturnal enuresis has been ascertained, so the search for 
20 
a common structural pathology has been equally illusive. This 
will be discussed in more detail later. Thus, in the light 
of evidence from the vast amount of research on enuresis, 
both contemporary and historical, there has been the important 
general acceptance by current researchers that nocturnal 
enuresis is heterogenuous and usually multifactorial in 
origin, i.e. in the sense that several factors have been or 
are together responsible for the sympton. (MacKeith, 1968; 
Werry, 1967; Kolvin and Taunch, 1973; Turner, 1971). Future 
research is needed to demonstrate une~uivocally an association 
between nocturnal enuresis and maladjustment. 
21 
1.4 Towards The Etiology of Nocturnal Enuresis. 
Major advances in research into nocturnal 
enuresis have occurred in the last twenty-five years. As in 
the past (Glicklich, 1951; Salmon, 1971) a variety of 
etiological theories have been proposed, which are usually 
not mutually exclusive. For convenience, these can be 
classified into:- theories attempting to assign enuresis 
to a structural; genetic or pathological etiology, as opposed 
to the more psychologically oriented theories, e~g. 
maturational, habit deficiency and psychogenic theories. 
These will be discussed in terms of current research and 
partly following Kolvin and Taunch, (1973) with special reference 
to the primary/secondary enuretic distinction. 
Genetic and Pathological Theories~ 
Hallgren's (1957) clinical and genetic study 
showed evidence of familial transmission since the morbidity 
rate for nocturnal enuresis was significantly higher among 
his subjects' immediate family than in the general population .. 
; Twin studies, while giving no clear evidence of any simple or 
il 
~ · strong pattern of inheritance (Hallgren, 1960), do show a 
) 
genetic basis for enuresis as Bakwin (1973) reports a 
statistically significant pattern for monozygotic as compared 
with dyzygotic twins. Hallgren (1957) emphasises a hetero-
genuous etiology: despite "non genetic" cases, his study 
points to a 'nuclear' group of cases in which nocturnal 
enuresis is "genetically determined", and there is a significant 
trend for primary nocturnal enuresis to be .familial in a 
larger proportion of cases than acquired nocturnal enuresis 
(Hallgren, 1957; Kolvin et al .• 1g73). 
(; 
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Recent researchers have indicated a high incidence 
(over 50%) of uropathology in their series of enuretic children 
(Smith et al., 1973; Murph~y, 1970; Mahoney, 1971). However 
criteria applied prior to the diagnosis of obstruction qt" 
infection have varied. Positive family histories of uropathology 
have been reported (Zaleski eta. 1973; Barbour eta., 1963). 
However, it would seem that physical defects of the urinary 
tract are not decisive factors in the persistance of enuresis, 
as a longitudinal, five year follow-up study (Barbour et al., 
1963) has shown that many children with physical defects 
achieve spontaneous remission without therapeutic intervention. 
While not denying the importance of organic causation in a 
small minority of the enuretic population, it would seem that 
physical factors are generally most likely merely precipitating 
factors in making latent enuresis manifest (Yeates, 1973; 
Jones et al. 1972). Angell (1969) has argued similarly that 
minor physical defects are irrelevant provided there is 
"otherwise normal control of micturition, no other disabilities 
such as frequency or urgency by day and sterile urine". 
Further Kuzemka (1967) and Starfield (1967) do not report a 
high incidence of enuresis in children with clear organic 
pathology. Regarding the primary/secondary enuretic distinction,. 
Oppel et al. (1968) have shown that primary enuretics are more 
likely to have some physical defect. 
Various studies have shown that enuresis could 
be attributed to small functional bladder capacity(Muellner, 
1960; Starfield, 1967) which develops through both maturation 
and voluntary control. This theory has been augmented recently; 
\ 
the small capacity bladder has been viewed as being caused by 
detrusor muscle spasm, an allergic phenomenom brought about 
by parasympathetic overactivity (Gerrard and Zaleski, 1969; 
Esperanca and Gerrard, 1969). When considering the theory 
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from an etiological point of view, it has been criticized in 
that enuresis could cause the lower functional bladder capacity 
(Bakwin, 1961) and some children with reduced bladder capacities 
do not wet the bed (Kolvin and· Taunch, 1973). 
Clinical observations have lead to contradictory 
conclusions on the widely held postulate that enuretic children 
sleep more deeply than non-enuretics (Boyd, 1960; Graham~ 
1971; Duche, 1971). Also studies have been limited to the 
child's arousability and other measures of depth of sleep 
(Graham, 1971). "Pure" electrophysiological research has 
indicated that apart from R:E.M. sleep, during which wetting 
does not seem to occur, enuretics wet at all stages of sleep 
(Ditman and Blinn, 1955; Ritvo et al., 1969). However with 
qualifications, greater depths of sleep are broadly associat~d 
with primary as opposed to secondary enuresis (Ritvo et al., 
1969; Kolvin et al., 1973o) 
Although the incidence of abnormal electro-
encephalographic recordings vary from author to author, the 
incidence in nocturnal enuresis is probably greater than 50% 
overall (Salmon 1971~). A relationship between epilepsy and 
enuresis has not as yet been established (Hallgren, 1957; 
Poussaint et al., 1967; Poussaint and Greenfield, 1966). 
Electroencephalographic changes are most likely to be found 
in primary rather than secondary enuresis (Salmon, - •' 
et ab~, 1973~ Fermaglich, 1969). Generally, it is considered 
that most of the abnormalities ::..found represent defects in 
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maturation or maturational delay (Salmon, 1973·) and "the common 
'diffusely abnormal' recording is probably an expression of 
E.E.G. immaturity resulting from inhibited cortical develop-
ment"(Salmon, 1971 ). 
In conclusion, recent genetic research and 
research with physical pathology towards the etiology of 
nocturnal enuresis emphasises its complicated heterogenous 
etiology. Again there is the finding that in the majority Qf 
enuretics no obvious explanation is apparent. 
Psychogenic, Habit Deficiency And Maturational Theories. 
The more traditional esoteric psychodynamic theories 
postulated a psychogenic etiology with enuresis serving :-
(a) a need for dependancy, 
(b) a need for aggression against the parents, 
(c) a substitute form of repressed genital sexuality, 
(d) a direct manifestation of deep seated anxieties and 
fears, etc. (Mowrer, 1950; ~innicott, 1953). 
As previously ascertained, there is little evid~nce 
for a general emotional basis for nocturnal enuresis. These 
specific hypotheses usually derive from "uncontrolled clinical 
impressions'' (Kolvin et al., 1973). One occurrence that woqld 
support a more qualitative, "unconsciously determined" 
emotional etiology would be that of "symptom substitution" 
after symptomatic treatment. However, collective research 
from a number of studies measuring the psychological effects 
after conditioning treatment (Berle et al., 1956; Martin and 
Kubly, 1955; Lovibond, 1964; Novick, 1966; Werry and 
Cohrssen, 1965; Baker, 1969) seem to be remarkeably congruent 
in showing that when changes occur they are usually beneficial 
and that although new emotional or behavioural symptoms 
may develop in a minority of children they are usually of 
short duration (Werry, 1967). 
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The psychogenic theory has been recently revised 
and modernized by MacKeith (1964, 1968) in a highly parsimonious 
and unifying theory, which gives the same general ··cause to 
both primary and secondary enuresis "anxiety in the third 
year of life" (MacKeith, 1968) with emphasis on the. quantit-
ative rather than qualitative nature of the anxiety (Werry, 
1967). Central to this theory is the ethological idea of a 
"sensitive learning period" (Hinde, 1962). In keeping with 
the Yerkes, Dobson Law (1908) - although anxiety may assist 
learning there is an optimal level beyond which an increase in 
anxiety will reduce the capacity to learn - this concept of a 
sensitive period explains both the common acquisition of dryness 
during the l to 5 year age range, and the subsequent period when 
learning is difficult. 
"For each skill there is probably a normal range 
\ 
of ages of acquisition, largely determined by inherent genetic 
factors, and some 'developmental delay' in maturation or 
learning of skills is probably not inherent but acquired as a 
result of disturbances of learning at a sensitive period, 
leading to a disorder of development lasting for a number of 
years" (MacKeith, 1964). 
MacKeith's (1968) psychogenic hypothesis is 
based largely on the work of Douglas (1967) for empirical 
support. While this research provides definite evidence for 
an association between "early stressful events" and later 
enuresis (Douglas, 1967, 1973), generally empirical research 
. 
' 
is still far away from providing an etiological picture for 
all (non-organic) primary enuretics, let alone secondary 
enuretics, as discussed in Section 1.3, and further research 
is needed in this area. However, Brazelton's (1962, 1973) 
longitudinal study (which focussed on an anxiety-free method 
of toilet training and achieved a 1.5% incidence of enuresi$ 
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as opposed to the usual 9% finding at the age of 5 (Brazelton, 
1962) would seem to indicate a substantial future for MacKeith's 
theory. 
The basic "habit deficiency" or learning theory 
position (Turner, 1971; Young, 1965; Jones, 1960; Lovibond, 
1964) as regards the etiology of nocturnal enuresis is that 
enuretic children have failed to acquire voluntary control 
owing to 
1. The absence of the appropriate conditions for learning to 
occur, i.e. (a) faulty learning. Research has for the 
most part compared enuretics with non enuretics in terms 
of toilet training history (e.g. Lovibond, 1964; Sears 
et al., 1957) and no differences have been found. This 
is not suprising owing to the retrospective nature of most 
studies, imprecise definitions of training and inadequate 
attention paid to the physical maturation of the child 
(Turner, 1971). A more worthwhile avenue of research for 
the learning hypothesis :::_would seem to be to focus on how 
children learn to be dry onc.e an adequate level of physical 
maturation has been reached (Turner, 1971). While in 
general "we are still very ignorant about how a child 
learns to be dry" (Meadow, 1971), research has suggested 
that learning can be facilitated by simple reward routines 
for being dry or success in urinating in the toilet 
(Pomroy and Pcmroy, 1965). 
I 
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(b) a low level of conditionability. This Eysen::::kian 
(1957) hypothesis has received only limited support from 
recent research, (Kolvin et al., 1973; Lovibond, 1964). 
According to Eysenckian (1957) theory poor conditionability 
is associated with extraversion. Young (1965) was able to 
show that extraversion in eriuretic children, was significantly 
related to high relapse rates. Kolvin et al. (1973) were not 
able to sh'Jw significant correlations between enuretic int;ro-
version and improvement or familial introversion and enuretic 
improvement. 
2. Breakdown 'Jf the learning due to psych-Jlogical str'ess. This 
has already been discussed (MacKeith, 1964, 1972). 
As is already evident, habit deficiency and 
maturational theories would seem complementary rather than 
altern~tives to each other as development has two facets; mat-
uration of a physical substrate and an experiential or learning 
component (Werry, 1967; Kolvin and Taunch, 1973; Turner, 1971). 
Barbour et al. (1963) have made a strong case for 
regarding enuresis as a developmental delay as v~the disappearapce 
of the symptom is dependent more upon age than therapeutic inter-
vention and the abnormalities fo· ... md by 'comprehensive i investig-
ation serve only to delay the gaining of bladder control rather 
than prevent its occurrence".(Barbour et al., 1963). 
With individual variations most current research-
ers regard enuresis mainly as a disorder of maturation and the 
influence of m11ltiple factors on the developmental delay is 
emphasized (Barbour et al.,l963; Kolvin et al. 1972):- familial 
genetic influences (Bakwin, 1961; Hallgren, 1957), somatic 
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immaturity in terms of E.E.G. immaturity (Salmon, 197l),fa-ulty 
learning (Bakwin, 1961), early stressful events (Douglas, 
1967, 1973; Young, 1965; MacKeith, 1968) the presence of 
minor anatomical defects (Barbour et al, 1963 etc.) 
MacKeith (1968,1972,1973) has argued against simple 
maturational delay explaining primary enuresis after the age 
of 6 as this would be over-extending the normal variation of 
li to 4, or even 1 to 5 years during which continence is 
achieved. Kolvin et al (1973) have postulated in turn an ex-
treme variation in maturation leading to a delay in readiness 
of the child to acquire a new skill and have revised the habit 
deficiency theory to "delayed learning of a habit pattern", i.e. 
the "mechanisms" necessary for learning continence may only be 
available at a later stage of development and this may be 
genetically determined. This could still be criticized (Mac-
Keith, 1968), if it is argued that the mechanisms are mature 
in those children who do not wet the bed in an unfamiliar en-
vironment (Stein and Susser, 1967; Olejnik, 1971). 
Possibly the most important implication of recent 
research has been the emphasis on the primary/secondary enu~etic 
distinction (Kolvin and Taunch,l973; Kolvin et al., 1973. 
In their dual theory, Kolvin and Taunch, 1973, envisaged 
nocturnal enuresis as consisting· of two separate disorders, 
primary enuresis explained in terms of maturational delay 
and a psychodynamic theory of secondary enuresis. They 
have concluded, somewhat circumspectly, that only limited 
support can be offered for all aspects of the theory. 
However, it would seem that nocturnal enuresis does 
I 
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consist of at least two different pcpulations of children. 
Overlap between the two populations (for example, early stress 
factors operating in the ce.se of primary enuretics (MacKei th, 
1968) and some familial factors in secondary enuresis) as well 
as variations within the population.s (heavy vs. light sleeping 
primary enuretics (Ritvo et al., 1969), for example) casts 
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doubts on their homogermi ty and future research will undoubtedly 
lead to further differentiation. 
Curre:r:tly, however, the importance of the 
distinction should not be undervalued, however, if the 
etiological picture is not so clear. In terms of personality 
characteristics, there is evidence that ~econdary enuretics 
are more maladjusted than primary enuretics (Hallgren, 1957; 
Kelvin et al., 1973). However this is by no means established. 
Kol vin et al. ( 1973) , while c btaining significant correlatiorJ.s 
with the primary/secondary distinctiotl on more specific 
variables such as "abnormal or unusual fears" did not ·obtain a 
significant (despite positive) correlation with their measv.re 
of "psychiatric disturbance". Some contradictory evidence is 
more worrying. Oppel et a1. (1968) fou:r:d "relapsed" or onset 
enuretics to be significant1y less anxious and ter"-se than their 
category of children vrho became dry late and di.d not relapse. 
Their primary or "never dry" category, orJ. the other band, were 
more s ensi ti ve and withdrawn than the "pernarner"-tly dry" group. 
Further research is needed to clarify this issue. There is 
somewhat conflicting data with regard to therapeutic rer:::ponsive-
ness as well. Two studies reported that Secondary enuretics 
respond better to imipramine (Shaffer et al., 1968), routine 
supportive treatment and conditioning treatment, with a faster 
) 
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rate of enuresis decrease and higher relapse rates (Novick, 
1966); while a more recent study (Kelvin et al., 1973), 
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tentatively reported conditioning treatment being more success-
ful with primary enuretics. The latter study did report a 
correlation of secondary enuresis with improvement, however, 
and in addition, irrespective of method of treatment, the 
more psychologically stable children respond better (Kelvin 
et al., 19?:!5). 
In overview, research and theory construction 
towards the etiology of nocturnal enuresis is extremely active, 
with increasing sophistication of newly generated hypothesis 
to suit the heterogeneous_ population being studied. The 
complex, heterogeneous etiology, the fact that improvement 
would seem more dependant on age than therapy, and the dis-
tressing rather than encapacitating nature of the problem in 
most cases, indicate a brief varied symptomatic approach to 
treatment for most children. Further research on the primary/ 
secondary enuretic distinction, especially as regards per-
sonality characteristics and therapeutic responsiveness would 
seem one worthwhile avenue of enquiry. 
i 
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1.5 Current Research And Theory In .N;e:rosi~ 
Over the past century, there have been a 
variety of theories proposed to explain pheLomena subsumed oy 
the term "hypnosis". (See Chertok (1969) for a historical 
review). A treffiendous resurgence of interest in the topic 
over the last twenty years has resulted in a paradigm1 shtft 
occurring in 6urrent research and theory with two di.vergent 
conceptualizations becomj.ng scientifically distinct as to te 
regarded as independen~ 20isnt~fic pa~adigms. (Chaves~ 1968; 
Spanos and Chaves, 1970) : -· 
1. The tradi tiona1 "hypnotic state" paradigm wj_ th ad:te:::ents 
such as Bowers (1966), Gi11 and ..Brem11an (1959), Evans 
(1968), Orne (1959), Meares (1963), Shor (1962), Hilgard 
(1969), Erikson (1967). 
2. The more recent alternative paradigm which had antecederJ.ts 
in the work of D6rcus (1937), Pattie (1935, 1941, 1950)~ 
White (1941) and Sarbin (1950, 1951) and has matured 
largely through the ~ork of Barber (1961, 1964, 1967, 
1969, 1970) and co-workers. 
The essential difference between the two 
paradigms is that the fanner views hypnotic behaviour as being 
fundamentally different from wak:i_ng behaviour (wl,ich has lead 
to the postulatioYl of a quali tative1y different "h~rpnotic 
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state" to explain certain phenomeLa), wherea;=:; the latter has not 
drawn a fundamental disthlCtiorJ. between hypnotic ar;d other 
1. The term "paradigm" js used in the sense of a set of 
basic assumptions, both implicit and explicit, shared 
by scientists worki~g in an area of enquiry, together 
with a related set of 8ritcria for asking meaningful 
questions and select:ing re;:>earch topics (Kuhn, 1962). 
r 
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behaviours. Consequently research has been directed towards 
a re-evaluation of the whole range of hypnotic phenomena 
(Barber, 1970), and a thorough critique of the typothetical 
construct "hypnotic trance" has resulted, with an emphasis on 
careful delineation of objective antecedent variables related 
to hypnotic behaviour. This section will be concerned with 
1. $:orne of the more important reconceptualizations and 
discensions and, 
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2. will attempt to furnish a concise statement of the present 
position of the alternative paradigm which in the writer's 
view, is moving towards a position of dominance over the 
traditional paradigm. 
One study (Barber, 1965), which epitomizes the essential 
difference between the two paradigms w·ill be used to elucidate 
the various discensions and reconceptualizations both experime~-
tal (methodological) and theoretical which are currently 
dominating research in hypnosis. 
This study (Barber, 1965), which provides an 
excellent example of Barber's method of experimentation, 
showed that certain "task motivational" instructions, i.e. 
instructions geared towards increasing positive attitudes, 
expectancies and motivations (which are conceptualized as 
normal psychological influence phenomena such as persuasion 
(Barber, 1972), given in the waking state,had as significant 
an.effectiveness on a subject's response to test suggestions 
as a standard hypnotic inductior.~. procedure ( suggestior.~.s of 
eye-heaviness, eye-closure, relaxation, drowsiness, sleep and 
deep trance, a unique state). Both were more effective than 
when no antecedent instructions were given, in a control 
( 
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group. A randomized groups fa:::d;orial design was used. The 33 
study emphasises a characteristic feature of Barber's e:x:perim-
tation, his focus on certain essential methodological criteria, 
necessary for scientific rigour of experimentation and ·,.lna::n-
biguous evaluation of results, formulated by Underwood (1957), 
and rephrased by Spanos and Chaves (1970) as :-
1. Clear denotability of antecedent variables • 
2. Clear independent manipalation of antecedent varia~les, 
3. Clear denotability of dependent variables. 
As concerns l and 2; the "hypnotic induction" 
has been conceptualized as a set of variables which inte·ct:;ict in 
a number of complex ways to facilitate response to test suggestio:..1.s. 
This will be expanded on later. ·For example, concerning the study 
of 1965, the task motivational inst.~uctions are geared towards 
producing the following antecedent mediating variables :-
(a) positive attitudes, i.e. defining the test situation as a 
test of imagination a:1.d focussing at tent ion on the subjects 
willing co-operation. "In this experiment I'm going to 
test your ability to imagine and to visualize. How well 
you do on the tests depends entirely upon your willing:ilE:ss 
to try to imagine and to visualize the things I will ask 
you to imag:Lnen (Barber, 1965), 
(b) positive expectancies, 
"Everyone :passed these tests 't~hen they tried" (Barber, 
1965), 
(c) positive mot~vations, 
"what I ask is your co-operation in helping this ex-
periment by trying to imagine v lvidly wl1at I describe to 
you (Barber, 1965), 
(d) and thinking with and vividly imagining the suggested 
effects as above. 
As concerns 3., i.e. clear denotability of 
dependent variables, a s~J.ggestibili ty seale, the Barber 
i 
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Suggestibility Scale (B.S.S.) was developed (Barber, 1965), 
which is not biased by test suggestions being worded to apply 
specifically to subjects wl1o have received a hypnotic induction, 
as was the case with prior scales, e.g. the stanford Hypnotic 
Susceptibility Scale (Weitzenhoffer and Hilgard, 1959, lg62) 
and the Harvard Group Scale of Hypnotic Susceptibility (Shor 
and Orne, 1962). In addition, the "B.S.S." can be administered 
after a wide range of antecedent co:.1di tio:1.s. The scale ale;o 
provides ::for quantificatio:n of experiental subjective report, 
as well as objective scoring for the 8 test suggestions. 
On a more theoretical level, Barber's latest ex-
position (Barber, 1972) contains his three main criticisms of 
Hypnotic State Theory :-
1. The consistent failure of state theorists to find any con-
comitant qualitative, e.g. physiological change associated 
with the hypnotic state. On the contrary Barber (Barber, 
1970) has shovn1 that the main finc1ings indicate that 
physiological fu~·ctions during the presumed special state 
vary in the same way as in non-special states. This has 
resulted in reconceptualizations of s~pposed indices of the 
hypnotic state such as "trance-like appearance 11 and "changes in 
body feelings". This will be expanded on later. 
2. Taking our example study (Barber, 1965) into co:..1sideratior~., 
l 
state theorists are forced to assume, ad hoc, that highly 
responsive control1 or task motivated subjects, w:1o have :not 
had a hypnotic induction and do not appear to be in a trance, 
are actually in a trance. 
One important demonstration from Barber's experimentation i13 
that behaviours in the repertoire of hypnotic subjects can 
also be elicited from non-hypnotic subjects, i.e. demonstration 
of a high base level response (Barber, 1965). 
However, this study has been criticized owing 
to 
1. Inadequate replication. Task motivatioual instructions 
used were merely "vividly imagine" which Barber and 
Calverley (1963, 1964) had already shown to be not as 
effective as task motivatioual instructions more 
specifically worded so as to increase positive attitudes, 
expectancies and motivations (Spanos, 1970). 
2. The antecedent variables are confounded. Reports haye 
shown (Sutcliffe, 1961; Barber, 1962) that a within-
subjects design in hypnotic experiments does result in 
the different treatments affecting each other in various 
complex ways (Spanos and Chaves, 1970). 
Another study (Edmonston and Robertson, 1967) 
is liable to a similai methodological critic1sm(see Spanos 
and Chaves, 1970). 
Orne (1959, 1962) has attempted to delineate 
essential characteristics of the hypnot~c state. His 
experimentation typically involves :-
a. A control group of poor hypnotic subjects who are given 
simulation instructions prior to a hypnotic inductior.L. 
b. An experimental group of good hypnotic subjects who are 
just given the hypnotic induction. 
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It is obvious how the antecedent variables are 
confounded as differences obtained between control and 
experimental groups could be owing to differences in pre-
existing sugges.t.i.bili ty levels, differences in instr11ctious 
.. or an interaction between the two variables (Spanos a~d · Cbaves·, . 
• 
l970). . .. 
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3. Consequently, Barber has argued that ~tate theorists are 
left in a circular or tautologous position in having to 
advocate that subjects are said to be in a trance because 
they would show high response to suggestions, and a high 
response to suggestions is, in turn, explained as being 
due to the presence of hypnotic trance. 
Methodological Diss~ensiDns: 
The compelling strength of Barber-'s 
experimentation is demonstrated in a recent article (Spanos 
and Chaves, 1970) in which the authors have evaluated both 
paradigms in terms of the methodological criteria mentioned 
36 
previously, which have been established independently of both 
paradigms (Underwood, 1957). The research of Hilgard anO. O~'le 
was taken as representative of the hypnotic state paradigm~ 
Hilgard has criticised Barber (Barber, 1965) 
on the grounds that no significant differences were ·:·found 
between hypnotic and task rr_otivational treatments owing to the 
insensetivity of Barber's·randomised groups design. It was 
felt that small differences between treatments may be ~asked 
in such experiments owing to large intersubject variability 
(Hilgard, 1965). Using a within groups design in order to 
increase design sensetivity (i.e. running the same subject 
under different treatment condi ticms on different days) 
Hilgard and Tart (1966) were able to show that hypnotic 
induction procedures produced a slightly greater increa~e in 
suggestibility than task motivational instructions. 
-------,r..,..n ..,--,..------ ~- - ·-·· ---
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"trance-like appearance", reports of having been hypnotised, 
and changes in body feelings, traditionally viewed as indices 
of the hypnotic state (Barber and DeMoor, 1972), which has, ~n 
turn been viewed as a critical factor in producing heightened 
response to test suggestions. From the standpoint of the 
alternative paradigm, then, the phenomena are not necessary, 
} 
i.e. have no direct effect in augmenting responsiveness to 
test suggestions. Any indirect effect is explained in that the 
phenomena arouse expectancies etc. which, in turn, heighten 
responsiveness to test suggestions (Barber and DeMoor, 1972). 
A further criticism that has been levelled 
against Barber's experimentation is that Barber's results are 
often a function of experimenter bias (Spanos, 1970). This would 
seem rather an indictment against the current vast amount of 
research generated by the alternative· paradigm. As Spanos 
(1970) has pointed out, no specific research directed towqrds 
this change has been undertaken by state theorists. It would 
seem that "investigator bias" would seem a more preferable 
term. 
In summary, research generated by State 
theorists attempting to criticise Barber's methodology is 
itself subject to rather serio~s methodological criticisms 
wheL evaluated from a methodological standpoint independent 
of both paradigms. It is safe to conclude that neither the 
validity of Barber's findings nor the efficacy of his 
randomised groups design has been seriously challenged 
(Spanos, 1970). For unambiguous generalizability of his 
findings, however, further research would seem desirable. 
1 
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Theoretical Dissensions. 
A number of basic criticisms have been 
levelled against Barber's theoretical formulation (Spanos, 
1970) :-
1. Barber's formulation has been characterized as a 
motivational view of hypnosis (Evans, 1968; Hilgard, 1969) 
and accordingly criticised. 
2. Owing to Barber's randomised design (e.g. Earber, 1965) 
3. 
4. 
many subjects assigned to hyprotic treatments are probably 
"unhypnotizable" and do not enter a trance, or axiomatically 
susceptible subjects in a control group may slip into a 
trance, 
or, a third alternative, similar behaviours in hypnotic and 
control subjects may be produced by different psychological 
mechanisms for example, hypnotic subjects, owir1g to the 
trance state, really experience i. suggestions, whereas the 
behaviour of "experimental" subjects in a corLtrol group may 
be a function of expectations (Orne,l962, 1966; Bowers, 
1966; Evans, 1968). 
The first criticism is obviously an over-
simplification of Barber's theoretical approach, as is already 
evident in this section, with Barber's attempt to delineate and 
measure numerous antecedent variables rather than attempt to 
use motivation or any single antecedent factor as a sufficient 
explanation for hypnotic phenomena (Spanos, l97G). 
The main counter-argumeiJts by the alternative 
paradigm against the second, third and fourth criticisms can 
be su~~arized as follows :-
1. The criticisms refer to ad hoc attempts by state theorists 
to incorporate Barber's anomalous findings within the 
40 
i 
j; hypnotic state paradigm .• 
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2. They are based on the assumption that the hypothetical 
construct "hypnotic trance" can be unambiguo-u.sly and non-
tautogically defined which is invariably not the case. 
3. This need not necessarily be the case, if the "hypnotic 
state" is clearly viewed as a multidimensional expla.natory 
theoretical construct (if. Cronbach and ·Meehl, 1955) 
which as such,is endowed with surplus rrceaning in the s;ense 
of "a network of hypothetical relationships that are to 
link it to various observa.bles which are not exclusively 
composed of those used to infer its presence'' (Tellegen, 
l97D). i.e. 
(a) "Each dimension :Of the 'state' should be denoted 
independently of other dimensions as well as 
independently of the behaviour which the dimensiou is 
supposed to explain". 
(b) "The empirical and theoretical interrelationships 
among the various dimensions should be unambiguously 
specified". (Spanos, 197:0). 
4. This has not been doLe as yet by state theorists. However 
Barber has been able to incorporate the various indices 
proposed (e.g. Conn and Conn, 1967; Ta:tt and Hilgard, 
1967) within -.-his paradigm, as shown previously •1 
In conclusion, as regards current research in 
hypnosis, the alternative paradigm is firmly er.~.trenched Q.nd 
1 
------------
See Spanos (l970a), Tellegen (1~170), Spanos (l97Db) for 
a more detailed discussion. 
) 
would seem to be moving towards a position of dominance ov~r 
the traditional paradigm. BarbeT 1 s essential contribution is 
that he has placed hypnosis research on a firm scientific 
framework. No future study in the area can afford to ignore 
his research. 
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l. 6 The Treatment Of IJoctv.rnal Epurcsis. 
The methods of treatment whjch have been 
applied to nocturnal enuresis are even morE:! varied than the 
etiological theories when reviewed historically ( Glicl:-Jj cb, 
1951; Salmon, 1971). The complicated heterogeneous etiology 
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of nocturnal enuresis, and consequent sophisticated diagnostic 
requirements j_r1 the cJj nical setting~ has lead to increasine 
awareness that most therape~tic approaches are non-specific 
for the vast majority of enuretic children (Breger, 1962; 
Werry, 1967; Ka.n:raer, 1957), yet substantially ter.:.efi cial for 
many. Once organic impairment ba:::o been ruled 01:·t, methods of 
treatrrBnt can be conveniently classified as follo~s :-
1. Conditioning treatment, i.e. various conditionjng devices 
popu1arly subsumed by the terms "buzzer" or "bell anc. 
pa.d". (Turner, 1973; :Oische, 1973). 
2. Psychopharmacological treatment, wit~ the tricyclic anti-
depressants, notably imipramine.being most popular. 
3. Psycbcthera.py in various forms ranging from the psycho-· 
dynami.c t:reatment of the child (Werry and Cohrssen, 1965) 
to counci1Jing wi t:t. the :rr:other alone (Paulett and Tuckma.:q., 
1958). 
4o Varictls suggestive measures raneing from record keeping and 
rev.;ard to the use of lypnosis (Hartland, 1971; Lazarovici, 
1971). 
5o Various more empirical measures aimed at avoidance of 
em.J_resis (e.g. restriction of fluid intake, daytime 
retention of urine, lifting at night (Smith, 1971; 
Jones, 1960; Hartland, 1971; Bahrin, 1961; Evans, 1935) 
which are usually incorporated with one or more of the 
above treatments. 
~ 
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Conditioning treatment is generally accepted 
as the ffiost effective method of treating .nocturnal enuresis, 
It has been found to be more effective than either imipr&.mi:ne 
or placebo (Kelvin et al., 1971), dexedrine (Forrester, Stein 
and Su:::ser, 1964), psychotherapy (de Lecn and Mane ell, 1966; 
Werry and Cohrssen, 1965) and supportive measures (Novick, 
1966). A recent review of seventeen studies with 1,478 child~en 
showed that conditioning treatme~t is effective in bringing 
about the initial. arrest (usuaJ.ly 14 dry nigl:ts conseCl .. dively) 
of enuresis in 81.4% of the children treated, with an E~vera.ge relapse 
_ .. rate of 26%( Turner l9!J;3). The deceptiveness of beth figures is 
apparent when the limi.tat;ionB of the method are c.or-sj.dex.led :-
1. T~e serious problem of failure due to parental non co-
operation (often owing to the disturbing effects of the 
buzzer on the sl.eep of the family). A recent study has 
reported a 47.6% drop out rate (Turner, YouLg and Rachman, 
1970). 
2. High relapse rates. As Turner ( 1973·:) has pointed out 
the figure quoted above (26%) is an underestimate, owing 
to the high correlation between length cf follow-up and 
relapse. Other studies with long term follow-up data 
(Lovibor .. d, 1964; Turner, Your:g and Racl:mc:m, 1970) have 
established more reliable relapse rates of around 50%. 
3. The occurrerJ..ce of 11 bu2;zer ulcers 11 (Gillison and Skinner, 
1958; Berrie and Fenton, 1966; Forrester, 1966; Meadow, 
1971). 
4o Non-specific variables (e.g. gadget-effect, arousal effect, 
placebo-effect (Turner, 1971)). Vario-c;.s authors (e.g. 
])avidson and ])ouglass, 1950) have r.oted the influence cf 
suggestive factors associated with conditioning treatment, 
for example, some enuretics become dry during the very early 
stages of treatment before conditioning has been possible 
(Jones, 1960). Another study (de Leon and Mandell, 1966) 
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has shown that the use of an unconnected conditioning apparatus 
alone produced a significant decrease in enuresis. Recent 
research has demonstrated no treatment effect over the first 
month when compared with a wake up control procedure (Baker, 
1969; Turner, Young and Rachman, 1970) or when compareo 
with a placebo alone (Turner, Young and Rachman, 1970; 
Kolvin et al., 1972). In the former study, placebo was 
actually more effective than conditioning treatment over the 
first month (Turner, Young and Rachman, 1970). This has leaq 
to the conclusion that "response to conditioning treatment CAW 
be explained in terms of non-specific effects over the first 
month of treatment but thereafter a clear condit~oning effeqt 
is demonstrable". (Turner, 19731 ) . However the latter part 
of this statement is based on only one study (Baker, 1969) 
which covered only a ten week period. Moreover, in a recent 
study (Kolvin et al., 197~) a group of childrem ad~inistered 
a placebo, (in contrast to a drug regime) improved steadily 
over four months in a similar fashion to the conditioning 
group, although percentage improvement rates were not as high 
It is unfortunate that this study did not explore in more 
detail this placebo effect. 1 One way would have been to 
1 There is controversy concerning the specific nature of the 
placebo effect. Blackwell (1971) has argued against its 
occurrence on the grounds of the spontaneous remission of a 
maturational disorder. He quotes seven psychopharmacological 
studies with base-lirie data which reported an absent or 
negligible placebo effect. To answer this question un-
equivocally, it would seem that the establishment of 
adequate base-line data is essential in all future studies. 
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follmv up the improvement for a longer period of- time to 
clarify such ~uestions as whether a iearning component was 
involved, or ~~minution o!. ~~xi~ty that,prevented learning, 
1 etc. 
Various authors with different orientations 
have emphasized the importance of such suggestive factors 
• 
operating in the treatment of enuresis. Friedell (1927) 
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reported an 87% cure ~v~r i ~i~ month follow-up period, usin~ 
injections of steril~ wat~r. McGregor (1937) obtained a 60% 
cure over an 18 month· to six year follow-up period, merely usin~ 
a calendar system and reward;. ·An additional" 10% of his sample 
were considered.cured, but at the stage of writing bad only 
been fol~owed up.ror~a few montbso Mo~e recent research has 
not achieved such high success? Braithwaite (1950) using a 
•.. 
method similarrto that of McGregor re~orted an 11% cure, but 
I 
improvement in_an additional 50% of his sample of 55 childr~n. 
. '. 
No indication is given of length of treatment or follow-up, 
however. Breg~r (1962). reported very similar outcome figures 
~fter an 18 month foll.ow'-up to a 3 month supportive-suggestive. 
therapeutic trial co:nbined 'with drug tr'eatment. Unfortunately 
both Braithwaite and Breger's "improvement" criteria do not 
enable their results to be compared directly with that of con-
ditioning tre~tment. In the light qf all the. evidence, however, 
it would seem 'tihat suggest.ive factors could play an important: 
role in the treatment of enuresis. Further research seems 
I 
warranted in this relatively unexplored area. 
1 For further practical limitations of conditioning treatment 
such as the fact that 11 the method has never really become 
popular, at least .in medical circles,: and is at best regarded 
as a last-ditch treatment" see Werry (1966),and Frazer,(l971). 
t------------~--------------
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'i A recent review on the psychopharmacological 
I 
treatment of nocturnal enuresis has shown that the tricylic 
antidepressants, imipramine (toframil) being by far the most 
popular, are the only drugs studied that have been found to 
be consis~antly superior to placPbo, reaching statiAtical 
significarce in 25 out of 38 controlled doutle-blind studies 
with 1,815 cases. (Blackwell a.nd Currah, 197'3). Whil'~ the 
cm:rparati ve ease and ine:zpei:si vcmess of psyc~hopharmA.cologi cal 
./ treatmeY1t make it a worthwhile first method of treatment, 
J 
relapse genera.l.J y ter..ds to occur inunedia.~ely afte:r. wi thdra.wal 
of the d1'·ug and long term follow-up a.fter imi ":;ramine treat·-
ment suggests total remisEion occurs in only a minority 
(approximately 25%) of cases (Blackwell ar.d Curra...lJ., 1973; 
Kelvin et al. 1973; de Jonge, 1971). A typical study by de 
Jonge (1971), shows a 23 per cent remission over a year 
as compared to the 13.5 per cent to 15 per cent natural 
spontaneous remi~sion rate (de Jonge, 1971, 1973). 
Despite its probable wide usage, there has 
\ 
been a paucity of research on the results of the psycho-
therapy with enuret1cs (see Lovibond, 1964 for a review). 
In view of the absense of demonstrable psychopathology 
in the majority of enuretics, lengthy psychotherapeutic 
treatment would generally seem both unnecessary and undesirable. 
Two studies have shown the "buzzer" to be significantly mor~ 
effective than relatively short term psychotherapy of a 
I 
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psychodynamic (Werry and Cohrssen, 1965, 6 to 3 sessions) 
and unspecified nature (De Leon and Mandell, 1966, 12 
sessions). Further both studies found that brief psycho-
therapy was not significantly more effective than no 
treatment (Werry and Cohrssen, 1965; De Leon and Mandell, 
1966). 
A combination of various treatment methods is 
probably what is practised by most clinicians (largely owing 
to the notorious resistance of nocturnal enuresis to therapy). 
Various studies have used combinations of treatments (Novick, 
1966; Breger, 1962; Braithwaite, 1950). Testing the efficacy 
of different combinations of treatments would seem a fruitful 
f avenue for future research. Two studies, for example, have 
shown a combination of drug and conditioning treatments to 
be statistically superior to 8onditioning alone (Philpott 
and Flasher, 1970.; Young and Turner, 1965). 
In conclusion, this section has been concerned 
with a brief overview of some of the com'll.only used methods 
of treating enuresis. Despite its generally accepted status, 
as being the most effective method of treating nocturnal 
enuresis, conditioning treatment has various limitations. 
Good initial response to psychopharmacological treatment 
make it a worthwhile first method of treatment, but.with 
the high relapse phenomenon, any long term effectiveness is 
__ L 
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dubious. The co~monly noted presence of non-specific 
\ 
suggestive factors argues for future research in this 
relatively unexplored area. With the need for a brief, 
varied symptomatic approach to the treatment of enuresis, a 
more specific suggestive approach, such as the use of hypno-
therapy, would appear a desirable clinical alternative to the 
other methods. This will be expanded on in the next section. 
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reliability of the efficacy of treatment. 
There are two other studies in the literature 
which report on the use of hypnotherapy in the treatment of 
more than 20 cases. Braithwaite (1950) reported on the 
treatment of 21 children of which 5 were cured, 5 greatly 
improved (more than 5 dry nights a week), 5 improved (the 
amount of wetting was reduced and dry nights amounted to 
from one to four a week) and 6 showed no change. The report 
gives no indication as to follow-up, length of treatment, or 
any additional information. 
Lazarovici(l97l) reported on the treatment or 
25 nocturnal enuretics and 17 cases with other neurotic 
afflla·tions in the only study which has any comparison or 
control group. Cases were followed up over a 10 month period 
and in 64% (16 out of 25) of the enuretics complete symptom 
removal was obtained. Chemical therapy was used in con-
junction with the hypnotherapy on 10 of the 17 neurotic 
children, wherein a successful result was obtained in 52.9%. 
Lazarovicigives no indication as to the type of enuresis 
treatment, e.g. primary or secondary, nocturnal or diurl1llal, 
degree of wetting frequency, degree of psychological mal-
adjustment; such factors as would seem to influence 
therapeutic outcome. Her 25 cases were treated in a 
hospital setting, which would seem to be a confounding variable 
in terms of the research indicating that this itself often 
effects remission of wetting (Stein and Susser, 1967; 
Olejnik, 1971). As it was, Lazarovicirecorded that 4 
children spontaneously remitted, 3 were excluded as they 
} 
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were unable to be followed up, 10 children were cured after 1 
session, 7 after two and 1 after 10 sessions. There was re-
lapse in 4 of the cured cases, 2 after returning home, and the 
other 2 after 1 to 4 months supposedly due to school problems. 
Despite what she has regarded as the preliminary nature of 
her study, and the small number and selected population of her 
sample, Lazarovici's results in terms of pure outcome are most 
impressive. In fact the outcome figure, 64%, i.e. 16/25, is 
misleading as the denomenator includes those cases (seven) in 
which there was spontaneous remission or non co-operation. A 
recalculation would give a 16/18 or 89% cure figure. 
Despite the evident limitations to, and 
dubious reliability of these reports, they collectively provide 
fairly substantial support for the efficacy of hypnotherapy 
with enuresis. Taken at face value, a computation of the 
outcome figures of the various reports is as follows :-
Author No. of Cases. Outcome Figure (% Cured) 
Liebeault (1897) 77 73 
Bramwell (1890) 18 100 
Cull ere (1895) 24 88 
Braithwaite (1950) 21 24 
Lazarovici (1971) 25 64 
165 70% (Mean) 
The remaining literature on hypnotherapy wit~ 
enuretics consists mainly of reports on the successful treat-
ment of a variety of single cases (Wolberg, 1948; Erikson, 
1954a, 1954b; Schwidder, 1953; Ambrose, 1956; Miller, 
1959; Ambrose and Newbold, 1968; Hartland, 1971) and 
recommendations in articles (Billstrom, 1939; Seldon, 
1944; Straus, 1944; Davison and Douglas, 1950; Ambrose, 
; 
1968) and medical handbooks wherein methods and varieties of 
treatment are outlined (Walberg, 1948; Ambrose and Newbold, 
1968; Hartland, 1971). 
When considering 
l. the necessity of a brief, varied symptomatic approach to 
the treatment of nocturnal enuresis and 
2. the limitations of the various other methods of treatment, 
3. the well-known powerful effect of suggestion from a 
psychological (Winkelman et al., 1971) and somatic point 
of view (Gerbner et al., 1959), 
4. the effectiveness of hypnotherapy with another psycho-
somatic complaint, asthma(Ambrose, 1968), 
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the above literature points towards the desirability of hypno-
therapy as an established clinical alternative for the treat-
ment of nocturnal enuresis with :-
1. its clinical utility and flexibility, 
(a) as a brief short-term technique for symptom removal 
(Walberg, 1948) which would seem desirable for the 
majority of enuretic children, in which various 
additional "techniques" such as psychotherapeutic 
reassurance, "ego strengthening" (Hartland, 1971) 
and behavioural reinforcement (Meyer and Tilker, 
1969) can be incorporated. 
(b) as a more insight-oriented or analytical therapy 
for more disturbed enuretic cases (Schwidder, 
1953), 
(c) as an adjunct to more general psychotherapy especially 
again for the conversion of "insight" into "action" 
(Kaffman, 1968), 
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(d) in conjunction with other methods of treatment 
(Braithwaite, 1950; Lazarovici, 1971), 
2. its practical utility owing to the high level of 
suggestibility in children (London, 1962; Barber, 1965). 
In conclusion, while there is evidence for 
the utility and efficacy of hypnotherapy with nocturnal 
enuretics, there has been no adequately controlled, rigorous 
experimental research testing the hypothesis, with an adequate, 
non-medical random sample of enuretics; suitably classified 
according to recent research; explicit denotability of 
independent and dependent variables e.g. explicit measurement 
of enuresis, psychopathology, level of hypnosis or suggest-
ibility; follow-up data, etc. i.e. the various criteria 
necessary for scientific respectability of experimentation 
in the area. 
.. 
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2. Aims and Hypotheses. 
The aims of the present study are threefold :-
1. To assess the effectiveness of hypnotherapy in the fol~owing 
three forms with nocturnal enuretic boys1 under controlled 
experimental conditions. 
(a) A hypnotic induction succeeded by suggestions aimed at 
decreasing both enuresis and maladjustment, conveniently 
symbolized as "H+'.'. (The term "maladjustment is used 
in the common broad sense, synonymous with such pre-
viously used terms as emotional disorder and psycho-
pathology, as well as referring more specifically to 
various measures on personality questionnaires, for 
example, neuroticism and anxiety as measured by the 
Children's Personality Questionnaire (Porter and 
Cattell, 1963). 
(b) Task motivational instructions similar to tho~e of 
Barber (1965) given under waking conditions succeeded 
by suggestions aimed at decreasing both enuresis and 
maladjustment, symbolized as "W+"• 
(c) A hypnotic induction not succeeded by suggestions, 
symbolized as "H". 
2. To clarify further the primary/secondary enuretic dis-
tinction as regards both personality characteristics (mal~ 
adjustment) and treatment (as well as the association between 
nocturnal enuresis and maladjustment) with reference to the 
somewhat conflicting research mentioned previously (p. 29 ) 
1 Female enuretics and diurnal enuretics were not included 
in the present study for both practical reasons (their 
proportionately lower incidence than male enuret,ics and 
110 C t , -.I'll""'] er:l L.' ~ R + l. c C< ) ar:l d a·· e c<.; •TIJ p·. ll'rl () C' e Cl V- .l !,.N - ·- ..-• .! .• .., v . 0 .. 0 -·- t) .L ....... J: · t-.) ,_.. • 
3. To elarify further the issue of wh~ther hypnosts is a 
"special state" as advo8ated by the traditional trance 
paradigm or not, with regard to an application of Barber's 
experimentation to the clinical situation, as is apparent 
in the manner in wbich hypnotherapy has "been defined in the 
first aim. 
Consequently the following hypotheses •t~ere 
generated :-
1. Hypnotherapy (as defined abo7e i.e. including all three 
treatment conditions) will be significantly effective in 
terms of a decrease in both enuresis and maladjustment, 
both longitudinally with regard to pretreatment base-line 
enuresis frequency and pretreatment psychological testing 
(i.e. within-subjects c:om:parison) aYI.d as compared with 
enuresis and ::naladjustment data from a no-treatment 
control group of subjects hereafter symbolized as "NT" 
(i.e. between subjec:ts c:omparison). 
This can be broken dovr.n into :,:our more 
simple hypotheses :-
(1.1) Hypnotherapy will cause a significant decrease 
in enuresis (in.terms of pretreatment base~line 
enuresis) over time. 
(1.2) Hypnotherapy will effect a significant longitudinal 
decrease in maladjustment. 
(1.3) Hypnotherapy will be significantly more effective 
than no treatment, in terms of en:.1resis decrease. 
(1.4) Hypnotherapy will cause a significant decrease in 
maladj.1stment 'tlhen compared with no treatment. 
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2. Secondary enuretics, who will be signifcantly more mal-
adjusted than primary enuretics, will respond signi.ficantly 
better to hypnotherapy, but with significantly greater 
relapse than primary enuretics. This involves three 
hypotheses :-
(2.1) Secondary enuretics will be significantly more mal-
adjusted than primary enuretics. 
(2.2) Secondary enuretics will respond significantly 
(2.3) 
better to hypnotherapy than primary enuretics. 
Secondary enuretics will relapse significantly 
more than primary enuretics after hypnotherapy. 
3. The two treatment conditions H+ (induction of hypnosis 
succeeded by suggestions aimed at decreasing both enuresis 
and maladjustment) and W+ (task motivational instructions 
given in the waking state succeeded by suggestions aimed 
at decreasing both enuresis and maladjustment) will have 
the same efficacy in decreasing nocturnal enuresis and 
both will be significantly more effective than either 
treatment condition H (induction of the hypnotic state 
without succeeding suggestions aimed at decreasing both 
enuresis and maladjustment) or no-treatment (N.T.) This 
involves two basic hypotheses :-
(3.1) The treatment conditions H+ and W+ will not differ 
significantly as regards decrease in nocturnal 
enuresis. 
(3.2) The treatment conditions H+ and W+ will both be 
significantly more effective than either treatment 
condition H or NT, as regards decrease in nocturnal 
enuresis. 
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This last hypothesis is based on the implicit 
assumption that suggestions preceeded by either a hypnotic 
induction or task motivational instructions, will be more 
effective than either a hypnotic induction alone or no 
hypnosis and no suggestions. Altern~tively, this would imply 
that suggestions are the active factors in producing therapeutic 
change and are more compelling when preceeded by either en-
hanced expectancies, attitudes and motivations with vivid 
jmagination and involvment, or preceeded by a hypnotic 
induction. This hypothesis can be further subdivided :-
(3.21) The treatment condition H+ will be significantly 
more effective than treatment condition Has 
regards decrease in nocturnal enuresis. 
(3.22) The treatment condition Wt will decrease enuresis 
significantly more than treatment coridition H. 
(3.23) The treatment condition H+ will decrease enuresis 
significantly more than the no treatment condition 
(NT). 
(3.24) Treatment condition Wt will decrease enuresis 
significantly more than the no treatment condition 
(NT). 
( 
t. 
t 
METHOD 
3.1 Subjects. 
The subjects were 48 nocturnal enuretic 
boys; 24 primary and 24 secondary enuretics. Classification 
' 
of secondary enuresis required a dry period of at least three 
months or at least three, one or two month dry periods in the 
child's life. Subjects not satisfying these criteria were 
classified as primary enuretics. This primary/secondary 
enuresis criterion was established in order to furnish a 
relatively equal number of the two types of enuresis for 
design purposes. 
The subjects were obtained in response to a 
letter (see Appendix A) offering treatment for nocturnal 
enuretic boys, 4 ,._7 48 copies of which were distributed to the 
largest boys schools in the Cape Peninsula. This was 
accomplished with the approval of the Cape Education Depart-
ment and the headmasters of the various schools concerned. 
All treatment was carried out at the Child Guidance Clinic, 
University of Cape Tmm .• 
Specific requirements for acceptance into 
the research programme were :-
1. Subjects were to be aged over eight and under thirteen 
as of lst September, 1972. 
2. Medical examination and/or referral to control for 
organic impairment. 
3. No incidence of diurnal enuresis. 
4. Nocturnal enuresis at least once in the month following 
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the initial interview, and no other treatment undertaken. 
This was to control for spontaneous remission as well as 
the effect of the initial interview. It also established 
as to which families had kept regular enuresis records, a 
further implicit criterion. 
This left a pool of 24 additional subjects from 
which to draw in the event of non co-operation, illness, etc. 
in the research sample. As it happened, three children dropped 
out of the research, two from the "H" treatment condition, o·wing 
to non co-operation and one from the "H+" treatment condition 
owing to illness. Except for these three cases, the research 
sa~ple remained the same for the duration of the research. 
The 48 subjects had a mean age of 10.5 years with 
an age range of 8.0 to 13.0 years as of 1st September, 1972. 
(This actually meant that two subjects had already turned thirteen 
when they had treatment). Of the 24 secondary enuretic subjects, 
ten ·:. had obtained a dry interval of more than one year at some 
stage in their lives, and three of more than six months. The 
sample of 48 subjects were fairly homogeneous with regard to 
social class, with a slight upper class bias; 15 subjects falling 
into class II, 31 into class III and 2 into class IV. (See 
Appendix A). In addition, the primary enuretics had a sig-
nificantly higher incidence of enuresis, as indicated by a 
Pearson Correlation Matrix with regard to pretreatment base 
line enuresis, and enuresis measured in six week intervals 
following and including the initial treatment session. The 
correlations involved were .458 and .400, .441, .415, .315, 
324 respectively. (Analysis of variance confirmed this result 
as is indicated later, Section 4.1 Table 3) • 
3.2 Apparatus. 
1. Psychological tests : 
(a) The Children'.s Personality Questionnaire or "CPQ" 
(Porter and Cattell, 1963), provides ratings on 
fourteen first order personality factors :-
A, Reserved, detached vs warmhearted, outgoing. 
B, Less intelligent vs more intelligent. 
C, Emotionally unstable vs emotionally stable, 
higher ego strength. 
D, Phlegmatic, deliberate vs excitable, impatient, 
overactive. 
E, Obedient, mild, conforming vs assertive, independ-
end, aggressive. 
F, Sober vs happy go lucky. 
G, Expedient vs. conscientious. 
H, Shy, restrained vs venturesome, socially bold, 
uninhibited. 
I, Tough-minded, self reliant vs tender minded, 
dependent. 
J, Vigorous, goes readily with group vs circumspect, 
internally restrained, obstr~ctive. 
N, Forthright, natural vs shrewd, calculating. 
0, Self assured, secure vs worrying, depressive, 
insecure. 
Q3, Casual, follows own urges, low integration vs 
controlled. 
Q4, Relaxed vs tense. 
and two second-order factors which served as indicators 
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the small sample and large time interval, about 8 months, 
before retesting. 
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(b) The Junior Eysenck Personality Inventory or "Junior E.P.I. 
(Eysenck, 1965, 1971) provides a good overall indicator of 
"emotionality" or neuroticism in addition to the intraversion-
extraversion dimension and lie scale. Eysenck (1971) 
quotes impressive split-half and test-retest reliabilities 
on the standardization sample of 1,056 boys and 1,074 
girls. As regards the present sample, the validity of the 
scale has been mentioned above, and stability was demon-
strated by correlations significant at the .01 level. 
(c) "Child Scale A",a childrens behaviour questionnaire for 
completion by parents (Rutter et al., l970),was designed 
specifically to fill a need for a valid and reliable short 
questionnaire ~.to be used with children in the age group of 
the present sample. It is a successor to an open-ended 
interview schedule designed to obtain a full description 
from a parent of a child~sbehavioural abnormalities 
(Graham and Rutter, 1968). Besides providing an indicator 
of "psychiatric disturbance" as indicated by a score of 
13 or more, the questionnaire incorporates items both on 
enuresis and sometime associated behavioural problems such 
as speech disorder and eillcopresis. Rutter et al (1970) 
reported a test-retest reliability correlation of .74 
which was replicated exactly in the present study. Validity 
was estimated by comparison with psychiatric interviews 
(not using scale items). 50.4% of children who fell into 
the "psychiatric disorder" category of the scale were 
rated as having a definite disorder compared with a 6.8% 
figure for the Isle of Wight population. 
I 
2. Hypnosis tests. 
(a) The Barber Suggestibility Scale (B.S.S.)(Barber, 1965) 
includes eight test suggestions that are scored both 
objectively and subjectively and can be administered 
directly or with a variety of antecedent instructions, 
for exa:nple preliminary task mot.ivational instructions 
or a hypnotic induction procedure as used in the present 
study. Administration and scoring takes about 12 min-
utes. The test can be administered orally or via a 
tape recorder, as in the present study. The test items 
consist of arm lowering, arm levitation, hand lock, 
thirst hallucination, verbal inhibition, body immobility, 
"post-hypnotic-like" response and selective amnesia. 
Subjective scoring occurs afterwards a:..1.d co::.'lsists in 
asking the subject "Did you feel (the particular 
suggested item) or did you go along with the suggestion 
to follm.-r instructions or to please me!'; 1 point for 
each test-suggestion passed objectively, which subject 
states that he had "felt". While there is evidence 
that test-retest cofrelations for children are slightly 
lower (Barber, 1965), a nu:nber of studies quoted by 
Barber (1965) have established a test-retest and split-
half correlation of .8 and upwards. In the present study, 
the test-retest correlation for the B.s.s. was .77, and 
similar highly significant correlations were established 
with the other tw~ scales, Londonws (1962) Children's 
Hypnotic Susceptibility Scale (.66 and .75) and Orne 
and 0 i Connell's ( 1967) "diag::.1.ostic ratings of hypnoti-
zability" (.79 and .90); impressive evidence for the 
validity of the hypnosis measures in the present study. 
(b) The Childrens Hypnotic Susceptibility Scale or CoHoSoS. 
(London, 1962) is composed of two parts. Part I is 
I 
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based on the Stanford Hypnotic Susceptibility Scale 
(Weitzenhoffer and Hilgard,l959). Part II is a depth 
scale suitable for children, with various hallucinatory 
items, such as the positive visual hallucination of a 
rabbit, an age regression item, a dream, and post hyp-
notic suggestions items. Like the B.s.s. it contains 
both subjective and obje-ctive scoring criteria and has 
impressive reliability correlations (e.g.test-retest,.92). 
Aside from the postural sway item of Part I, which was 
given directly to all subjects, the items on the C.H.S.S. 
contain wording associated with a hypnotic induction e.g. 
sleep, etc.,which constitutes confounding between indep-
endent or antecedent variables, e.g. the hypnotic 
induction procedure, and consequent Yariables, e.g. 
response to test suggestions such as arm levitation. 
Consequently the scale was not administered in its 
standardized form, but in a flexible manner to both 
(a) suit the subject, and (b) preclude any wording 
assooiated with a traditional hypnotic induction. 
The items on the c.H.s.s. and B.s.s. conveniently 
provided raw data for classificatio~ as .regards the 
third scale w·hich follows. 
(c) ":Diagnostic Ratings of Hypnotizability" (Orne and 
O'Connell,l967) refers to a clinically derived system of 
measuring the level of hypnosis. Based on the old 
:David-Husband Scale (Davis and Husband, 1931), the 
major categories of the system and their ratings are :-
1. No response. 
2. Ideo~otor response. 
3. Challenge respo:..'lse with suhj ecti ve involvement. 
4. Hallucinatory response. 
5. Aoo1esia and post hypnotic response. 
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This scale complemented the previous two in 
that it is more qualitative; with the criteria being 
cumulative and requiring a degree of clinical acumen 
and experience. The scoring criteria reflect long 
established boundaries in the hypnosis literature; the 
presence or absence of (a) subjective involvement and 
(b) amnesia. In scoring, plus or minus signs which 
indicate the degree of subjective involvement are used 
for each category except 1, i.e. there is no "l" ratingo 
This gives a rating scale of one to fourteen used in the 
present studyo By way of example, a subject who ex-
periences an inability to resist hand lock i.e. "feels 
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that he 'really' cannot open his hands", describes really 
trying to do so, but is not quite able to develop good 
hallucinatory experiences, atypifies a 3+ rating or scores 
8. 
Two studies quoted by Orne and O'Connell (1967) 
using this system, obtained inter·-rater reliability 
correlations of .98 and .96. 
A high fidelity stereophonic reel to reel tape recorder? 
the AKAI l720L which was used :-
(a) as an amplifier, by which the experimenter could 
talk directly to the subject, that is could talk 
into a microphone to headphones worn by the subject, 
for the presentation of : 
1. a "live" non-standardized hypnotic induction or 
2. instructions to subjects to close their eyes 
and use their imagination. 
(b) for presenting the pre-recorded 
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2. Suggestions aimed at decreasing enuresis and 
maladjustment. 
4. The "hypnosis chair". This was a comfortable reclining 
chair, adapted from a car seat, placed at the opposite 
side of the room to a coloured dot on the wall of the 
room for eye fixation in those subjects given a hypnotic 
induction. 
Standardized antecedent instructions which were read to 
all subjects who were to receive treatment. 
(a) Instructions for those subjects who received an 
hypnotic induction were as follows :-
"Just now t.o stop your wetting your bed I am going 
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to make you very relaxed and put you into a different 
kind of sleep. You will find this very interesting, 
pleasant and not at all frighte.ni.ng. It will be very 
easy to go into this different kind of sleep if you 
want to and if you listen carefully and do everything 
I say. Then you will be able to experience everything 
I tell you to; that is things will happen to you 
exactly as I say they will happen. If you are 
interested and willing, you will enjoy these treat-
ment sessions and there is a very good chance of 
you having many dry beds". 
(b) Alternate "task motivational" instructions given 
(in the "waking state") to those subjects who did 
not receive a hypnotic induction were as follows :-
"In these treatment sessions I am going to get you 
to use your imagination, get you to be able to 
I 
picture things. How well you do in these treatment 
sessions and to what extent we can stop you bed-
wetting depends entirely upon your willingness to 
co-operate and how much you try to imagine or to 
picture in your mind the things I will ask you to 
imagine or to do. 
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Just now I am going to test your ability to 
imagine. I am going to give you a number of tests. 
Everyone passes these tests when they try. For 
example, I have asked boys before to imagine they were 
sitting in a bioscope watching a film. Most boys Qan 
imagine this very well and are able to imagine very 
clearly that they are at a bioscope and are actually 
looking at the picture and seeing the film. Some, 
a very small number of boys, have thought this was 
silly, and do not try to imagine and fail the tests. 
Yet when these boys later realized that it was not 
hard to imagine, they were able to picture the 
bioscope, and actually see the picture and feel as 
if the imagined bioscope was as real and clear as ap 
actual bioscope. 
So all I ask is that like me, yo-J. take this 
seriously and co-operate by trying to imagine or 
to picture what I describe to you. I want you to 
try to score as high as you can because I am trying 
to measure how much you can imagine or picture things. 
The higher you score on these tests, the greater the 
chance that you stop wetting the bed. If you don't 
0 
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try the best you can, these tests will be worthless 
and the less chance there is of helping you. On th~ 
other hand, if yo·J.. try to imagine, to picture the 
things I describe to you the best you can, you can 
easily imagine and do all the interesting things I 
tell you and there will be a very good chance of your 
having many dry beds". 
6-.· "Standardized" pre-recorded suggestions aimed at decreasing 
both enuresis and maladjustment given to subjects :-
(a) After an hypnotic induction, i.e. suggestions of 
relaxation, eye heaviness, eye closure, drowsiness, 
sleep and suggestions to subjects that they were 
entering a unique state in which they would be able 
to have interesting and unusual experiences. (A 
counting technique in conjunction with suggestions of 
deepening sleep was also used). This refers to 
treatment H+. 
(b) After the "task motivational instructions" described 
above i.e. treatment condition W+. 
These suggestions :-
(a) Were based partly on a treatment regime propounded by 
Hartland (1971), 
(b) Attempted to incorporate various factors associated with 
nocturnal enuresis, 
(c) Were geared towards the reinforcement of positive 
behavioural changes as advocated by Meyer and Tilker 
(1969), specifically through "post-hypnotic" suggestions 
associated with dry nights. 
A verbatim acco·J..nt of these suggestions is as 
follows :-
"Now while your eyes are closed and while you. 
are relaxed and listening carefully to everything I say, 
listening to everything I say ••• 
From these treatment sessions, from this 
relaxation when you use your imagination and picture clearly 
in your mind all the things I say ••• 
69 
You are going to feel stronger and better every 
day, stronger and better ••• You will become much calmer, much 
less easily excited, much less nervous and worried, much less 
n~rvous and worried and much less anxious. You will become 
much less cross and upset. You won't get as angry and cross 
and irritable and upset. You will become much less worried 
and full of peace and calm inside you. 
Everyday you will feel much more confidence 
in yourself, more able to stick up for yourself, more 
independent, without becoming worried, without becoming 
frightened, without becoming nervous or anxious. You will 
feel much more confidence in yourself but at the same time 
you will not overate yourself, not become falsely confident 
or full of yourself. Rather you will be able to judge and 
understand better what you can do and this will give you 
more confidence, more independence, more strength, peace 
and calm •.. 
And now what I want you to concentrate on 
is your stomach. Think of your stomach and your bladder 
that holds your urine or your water ••• It feels sort of 
special now that we are thinking of it and you will be able 
to feel it getting warm, feel it getting warm as you think of 
it ••• You will feel your stomach gradually beginning to get 
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warm, you will feel this feeling of warmth in your stomach ••• 
your stomach is getting warmer and warmer as you think of it, 
warmer and warmer and warmer ••• And now the warmth is spreading 
down into the lower part of your stomach, into your bladder 
that holds your water ••• And now, as your bladder is warm, 
and getting warmer and warmer, so it is getting stronger and 
stronger . . . Your bladder is getting warmer and warmer and 
stronger and stronger. It is as strong as steel, the muscles 
of your bladder that holds your water are as strong as steel, 
so that it will be able and can now hold your water all night 
long, hold your water all night long, and in the morning your 
.-. 
bed will be dry. 
With every treatment session we have, with 
every relaxation when you use your imagination and picture in 
your mind the things I say, your bladder will get stronger and 
stronger, and you will begin to get more and more dry beds, 
until soon your bed will be dry every morning when you wake 
up, dry every morning ••• 
So that you will have more and more dry beds 
sooner and sooner, you will never have anything to drink 
before you go to bed, never drink before you go to bed. You 
will always go to the toilet and pass water immediately be-
fore you get into bed. Always go to the toilet before you 
get into bed. You won't worry about whether you will have a 
dry bed or not because soon there will not be any need to 
worry and also from these treatment sessions you will not 
worry as much, and the less you worry about it, the more and 
more dry beds you will have . . . 
You will sleep well, but you will not sleep 
f 
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so deeply, you will not sleep so deeply ••. so that if you do 
feel that you want to go to the toilet during the night, your 
bladder and stomach will begin to feel so uncomfortable; if 
you do need to go to the toilet during the night, your bladder 
wi1J. become so uncomfortable, that it will wake you up in 
plenty of time for you to get out of bed, by yourself, and 
walk to the toilet EO tl!c~.t you_ c:::u.1. pa::!s water in thf~ proper 
place. When you get back into bed again, you will fall asleep 
immediately but not sleep so deeply, so that when you wake up 
in the morning, your bed will be dry ••• 
And during the daytime, during the daytime, 
whenever you feel you want to pass water, I want you to hold 
back your water, hold back your water as long as you can and 
only go to the toilet when you feel you can't possibly last 
much longer ••• If you get into the habit of doing this, you 
will find that you will gradually be able to hold your water 
longer and longer during the day, and as this happens you will 
be able to hold it longer and longer during the night, all 
night long in fact, all night long, and in the morning your 
bed will be dry ••• 
And during the day, during the day, whenever 
you have gone to the toilet, I want you to get into the habit 
of stopping yourself after you start to pass water, start to 
pass water again and then stop again, starting and stopping 
and then finishing completely. If you do this it will help 
you to get complete control over it, even during the night, 
so that you will have more and more dry beds, until soon 
your bed will be dry every single morning when you wake up, 
dry every morning ••• 
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And when you wake up in the morning and your 
bed is dry, whenever you have a dry bed, immediately, straight-
away, as soon as you wake up with a dry bed, you will feel 
tremendously happy .•• you will feel a very deep happiness 
inside you. As soon as you wake up with a dry bed you will 
feel a wonderful change in yourself, and straightaway feel and 
think to yourself ••• "I have had another dry bed • • • and 
think •• well, I have done this, and now I can do all those 
other things I have worried about and all those things that 
have held fue back" ••• You will feel this wonderful change in 
yourself and will be m~ch better able to do all those things 
that mean something to you. And whenever you have done some-
thing that means a lot to you, or your family or any people 
that mean anything to you, whenever you do any of those things 
that you always wanted to do, whatever it is, whether it is 
playing sport :'well, making friends with people, whatever it 
is that means something to you •.• immediately straightaway, 
as soon as you have done it, you will have the same wonderful 
feeling as when you wake up with a dry bed. You will feel the 
same wonderful change in yourself and think to yourself . . . 
"Well I have done this by myself", and feel proud, and 
wonderfully happy and think there are lots of other things 
you are now able to do and feel proud and happy about .•• 
These wonderful changes will all happen in 
your own time when you are ready for them to happen, as you 
get more and more dry beds every morning when you wake up 
and because you have become less worried now, have become 
less easily upset and cross, and more calm, more confident, 
more independent, more able to stick up for yourself, and do 
things on your own ••• from this treatment session, this 
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relaxation when you use your imagination and picture clearly 
in your mind the things I say. 
Now I want you to relax on your own and think 
about what I have said, with your eyes closed ••• ". 
\n 
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3.3 Design. 
The 24 primary and 24 secondary enuretic 
subjects were graded in terms of age, eldest to youngest in 
each case; cut off points established at quadratic intervals 
and randomly assigned to one of the following four treatme~t 
conditions :-
(a). H+ i.e. a hypnotic induction succeeded by suggestions 
aimed at decr_easing both enuresis and maladjustment. 
(b) W+ i.e. task motivational instructions given in the 
"waking state" followed by suggestions aimed at decreas-
ing both enuresis and maladjustment. 
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(c) H i.e. a hypnotic induction without succeeding suggestions • 
(d) NT i.e. no hypnosis or suggestions, i.e. the no treatment 
; control condition. 
I 
J 
The straight forward 2 x 4 factorial design 
(with 6 subjects in each cell) can be conceptuali~ed as 
follows :-
TABLE 1. 
TYPE Oi ENURETIC TREATMENT CONDITION 
H+ W+ H NT 
PRIMARY 6 6 6 6 
SECONDARY 6 6 6 6 
- ·--·-----
Regarding the independent variables i.e. 
hypnosis and suggestions, a 2 x 2 factorial design is 
involved :-
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TABLE 2. 
TREATMENT FIRST INDEPENDENT SECOND INDEPENDENT 
CONDITION VARIABLE VARIABLE 
H+ Hypnotic induction Succeeding suggestions 
W+ No hypnotic induction Succeeding suggestions 
-----
H Hypnotic induction No succeeding suggestions 
I 
NT No hypnotic induction No succeeding suggestions 
'I 
i 
~ 
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3.4 Procedure. 
Step I. Collection of the "random","non-medical" 
sample of nocturnal enuretic boys via the letter offering 
treatment (Appendix A). 
Step II. 
'· 
Initial interview with parent(s). 
On contacting the clinic, mothers were asked 
to keep a record of their child's enuresis, to discontinue 
all forms of treatment, and were given an appointment for the 
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initial interview at least a week in advance. In this initial 
interview :-
l. A full case history was taken and social class estimated 
(Appendix A)" 
2. Special attention was given to the primary/secondary 
enuretic distinction. 
3. Mothers were informed of the necessary prerequisites for 
4. 
inclusion in the treatment programme and the future 
obligations entailed for the duration of the research 
i.e. one year :-
{a) Strict daily recording of enuresis and 
(b) Routine monthly contact with the clinic (i.e. 
posting in the calendars issued), in conjunction 
with the regular monthly postal and/or telephonic 
contact, parents were to receive from the clinic, 
in order to obtain absolutely reliable enuresis 
records. 
Parents were to be recontacted when their child could be 
offered treatment. Thus· extensive base-line enuresis 
records ranging from ll to 21 weeks were obtain.ed .. (This 
-~ 
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was intended to minimise the therapeutic or otherwise 
non-specific effects of the interview and later pre 
treatment psybhological testing effective during this 
period, besides the obvious value as a reliable indicator 
of non-treatment enuresis frequency). 
Step III. Pretreatment psychological assessment of 
parents and children on the various measures described 
previously. Both parents and children were assessed on two 
further measures :-
1. "A Test of Personality Adjustment" (Rogers, 1931). 
2. A Five Element Rank Order Repertory Grid (Van!rder Spuy 
et al., 1972) and for parents :-
3. A modified parental version of Rogers Test of Personalit1 
Adjustment (O'Brien, 1972). 
4. The Maryland Parental Attitude Survey (Pomroy, 1966). 
As data from these measures is not included in 
the present study, they will not be discussed further. 
Step IV. Selection of subjects and allocation into 
treatment conditions. 
Step V. Treatment lasted for 6 weeks and consisted of 
six standardized sessions,one hourly session per subject per 
week. The decision as to the length of treatment was based on 
a recommendation by Ambrose (1956). 
Standardized instructions which were given 
to all parents of all subjects at this stage were :-
(a) Rewarding of dry nights. 
(b) Checking on subject's routines of never drinking and 
always visiting the toilet before bedtime. 
,, 
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This was communicated telephonically and by 
·post with parents of subjects in the no-treatment group NT, 
and with parents of the additional 24 children not included 
in the present study. (See Appendix A). 
SESSION I 
STEP A. Subjects were given the Goodenough Draw-AjMan 
~est and rapport established. (This was for later comparison 
with the age-regression item on the "C.H.S.S." (Childrens' 
Hypnotic Susceptibility Scale) as well as providing a useful 
clinical indicator with regard to intelligence, emotional 
immaturity etc. for the possibility of future research). 
STEP Bo Initial standardized instructions were read to 
all subjects. (i.e. full task motivational instructions were 
given to treatment group W+ at this stage). 
STEP Co The Postural Sway item of the C.H.S.S. was 
administered to all subjects (i.e. in treatment groups H+, 
W+ and H) to relax them and prepare them for the Barber 
J 
Sugge~tibility Scale (B.S.S.). 
/ \'~ 
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STEP D. Once comfortably seated and wearing headphones;-
(a) subjects in treatment conditions H+ and H were asked to 
fixate their attention on the coloured dot on the wall 
opposite them and were then administered a hypnotic 
induction procedure i.e. suggestions of relaxation, eye 
heaviness, eye closure, drowsiness, sleep; suggestions 
of entering a unique state in which there are interesting 
and unusual experiences, and a counting technique in 
conjunction with suggestions of deepening sleep. 
-•.l 
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(b) Subjects in treatment condition W+ were instructed to 
use their imagination and keep their eyes closed for the 
duration of the tests, i.e. until told to open them. 
(This procedure was accomplished by using the 
tape recorder as an amplifying system as described previously). 
STEP E. At a suitable time, as judged by the experimenter, 
the tape recorded B.s.s. was administered and scored. 
STEP F. Calendar marking and post-experimental enquiry 
as to subjective experiences establishing "diagnostic ratings 
of hypnotizability" (D.R.H.) followed this and each succeeding 
session. 
SESSION II followed the same format as the first session as 
regards Steps D and E and F except that the C.H.S.S. was ad-
ministered for the B.S.S • 
SESSION III followed the same format as II except that the 
tape recorded suggestions aimed at decreasing both enuresis 
and maladjustment were administered. 
(The repertory grid was also administered to 
assess therapeutic change in this session). 
SESSION IV. The B.S.S. was re-administered prior to a 
format identical to Session III (with the exclusi6n of the 
repertory grid test). 
SESSIONS V and VI followed the same format as Session III 
(again with the exclusion of the repertory grid test). 
'-
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Step VIo 
(a) Parents and subjects were retested on all measures as 
outlined in Step III immediately after treatment. 
(b) Subjects were retested on the repertory grid in a mini 
follow-up, 6 weeks after treatment termination. 
(c) Parents and subjects were retested on all measure$, as 
outlined in Step III in a follow-up 6 months after 
treatment terimation. Parents and subjects in the no-
treatment control group NT, who had not been seen since 
the pre-treatment testing, were also retested on all 
measures at this stage. 
(d) Enuresis recording continued throughout this time. 
There was one departure from the original 
treatment procedure intended. For ethical reasons, subjects 
in the treatment group H, i.e. who were to have merely a 
hypnotic induction alone, were told before the induction of 
hypnosis in Sessions III, IV, V and VI that the hypnosis would 
result in their becoming dry. They were told to notice 
certain changes in themselves, such as becoming more confident 
so 
and independent, i.e. as given in the tape recorded instructions 
to groups H+ and W+. While this communication with subjects 
in treatment group H was given before any induction procedure, 
was not given through the head-phones and was given in as 
matter a fact a manner as possible, it is mentioned as a 
possible confounding variable in the study. However, it was 
felt that any effect this communication might have on 
therapeutic outcome would be no more powerful than any other 
"non-specific" effect, such as the therapeutic relationship, 
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which obviously occurs in any experimental clinical study 
of thi$ nature, no matter how controlled the study. The 
results usupport this contention as will be shown later. 
·-
RESULTS. 
Key: The following abbrevions are used 
throughout the results and discussion of results :-
PE refers to primary nocturnal enuretics; 
SE refers to secondary nocturnal enuretics; 
HT refers to hypnotherapy consisting of the three forms, 
treatment groups H+, W+ and H (N=36); 
H+ refers to the treatment condition in which a hypnotic 
induction (H) was succeeded by suggestions (+) aimed at 
decreasing enuresis and maladjustment; 
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W+ refers to the treatment condition in which task motivational 
instructions were administered in the waking state (W) prior 
to suggestions (+) as above; 
H refers to the control treatment condition where a hypnotic 
induction was given without succeeding suggestions; 
NT refers to the no treatment control condition where no 
hypnotic induction or suggestions were administered. 
Specifically as regards tables and figures, 
the following symbols are used :-
M.S. refers to the mean square deviation; 
D.F. refers to the degrees of freedom; 
F.Ratio refers to the statistic arrived at by the analysis 
of variance technique; 
M refers to the mean; 
S refers to standard deviation. 
A 
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A denotes the primary/secondary enuretic distinction. 
Al refers to primary enuretics ( :PE) • 
A2 refers to secondary enuretics ( SE). 
B denotes the treatment conditions. 
Bl refers to treatment condition H+. 
B2 refers to treatment condition W+ •. 
B3 refers to treatment condition H. 
B4 refers to the no treatment control condition NT. 
C refers to the dependent variable under consideration, for 
example E,0-5 or Tl, T2, T3 where :-
1. EO refers to pretreatment base-line enuresis frequency 
measured in terms of either the full base-line records 
obtained (which ranged from 11 to 21 weeks) or ·with regard 
to the month immediately preceeding treatment. 
E,l-5 refers to 6 week or weekly intervals following (and 
including) the initial treatment session, or alternatively :-
E,l-4 refers to monthly intervals following (and including) 
the initial treatment session, as will be indicated. 
2. Tl refers to pretreatment measures on all psychological 
tests. 
T2 refers to post treatment measures on all psychological 
tests. 
T3 refers to 6 month follow-up measures on all psychological 
tests. 
* indicates the .05 level of significance, and 
** indicates the .01 level of significance in all 
statistical tables. 
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The Statistical Model. 
Almost all the data in the present study 
was analysed with the three-way analysis of variance with 
repeated measures on factor C, which refers to the same subject 
at different times. This refers to Winer's (1971) discussion 
(p.559 ff). In Kirk's (1968) terminology this is a split-
plot type SPF - pq. (p.283 ff). The three factors under con-
sideration (factor A refers to the primary/secondary enuretic 
distinction, B refers to .the treatment conditions H+, W+, H 
and NT, and C as above) were considered to be fixed factors 
i.e. the two types of enuretics and the treatment conditions 
used were the only ones under consideration and the only ones 
to which inferences were to be made. Following the principles 
outlined in Winer (1971), (p.311 ff), factor C was also con-
sidered fixed since the various periods of measurement were 
determined systematically. Of course, the subjects were ran-
domly chosen. 
Wi~h reference to Kirk (1968) (p.283 ff) 
we may see that the structural model underlying this design is 
Xyk,., ==/A- -~- o<' + ~· . + cx.~u -r ~rNI (iJ) -r Y" .,. o<y~ ~c: 
+-/Sj)k + CX/-1/ijk + J'1rk""(j) -t Es {tjkM) 
Where ex;., refers to the i' th level of factor 
A>!l.J· to the j 'th level of factor B,jk to the k' th level of 
factor C 1 'irm to the m' th subject and [, to the experimental 
error. 
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RESULTS. 
The following abbrevions are used 
throughout the results and discussion of results :-
PE refers to primary nocturnal enuretics; 
SE refers to secondary nocturnal enuretics; 
HT refers to hypnotherapy consisting of the three forms, 
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treatment groups H+, W+ and H (N=36); 
H+ refers to the treatment condition in which a hypnotic 
induction (H) was succeeded by suggestions (+) aimed at 
decreasing enuresis and maladjustment; 
Wt refers to the treatment condition in which task motivational 
instructions were administered in the waking state (W) prior 
to suggestions (+) as above; 
H refers to the control treatment condition where a hypnotic 
induction was given without succeeding suggestions; 
NT refers to the no treatment control condition where no 
hypnotic induction or suggestions were administered. 
Specifically as regards tables and figures, 
the following symbols are used :-
M.S. refers to the mean square deviation; 
D.F. refers to the degrees of freedom; 
F Ratio refers to the statistic arrived at by the analysis 
of variance technique; 
M refers to the mean; 
S refers to standard deviation. 
85 
Tests for simple main effects are always 
indicated when any of the interaction effects are significant 
and these were all carried out in accordance with the principles 
outlined in Kirk (1968, p.289 ff). Specifically, it must be 
noted that the correct error terms were obtained where 
applicable by the pooling procedures outlined on page 289. 
Where comparisons among means were computed 
these were also estimated as outlined in Kirk (1968 p.292 ff). 
The statistical programmes to do these analyses 
were written and checked on the various worked examples provided 
in Winer (1971) and Kirk (1968) (pages as above). 
The principles of the Sheffe and Tukey 
comparison techniques are outlined in Kirk (1968 p.87 ff) where 
it may be noted that all of the comparisons were of the a 
pQsteriori type. 
Chi-squared tests for statistical independence 
(Games and Klare 1967) were performed in comparisons with 
results of other researchers. For tables of Fisher's exact 
probability test for small numbers refer to Langley (1970 p. 
292 ff). 
Wherever possible data is presented in the 
following manner : summary tables of mean and standard 
deviation scores followed by figures followed by tables of 
the various statistical analyses performed, followed by 
specific interpretations of findings. 
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4.2 THE EFFICACY OF HYPNOTHERAPY. 86 
4-·~.l THE EFFICACY OF HYPNOTHERAPY AS REGARDS DECREASE 
IN ENURESIS. 
Ht 
W+ 
H 
NT 
TABLE _:d_. 
·Enuresis Records: M§_an number of Dry Nights per week 
E££_six week interval group scor~~· 
Key: M refers to mean, S refers to standard deviation, 
EO refers to pretreatment base-line enuresis frequency 
which ranged from 11 to 21 weeks. El refers to the 6 
week treatment period. E,2-5 refers to 6 week intervals 
following the treatment period. 
:': PE: M 
EO 1.82 
El 3. 52 
E2 3. 67 
E3 4.08 
E4 4.18 
E5 3.48 
EO 
E1 
E2 
E3 
E4 
E5 
1.05 
4 
3.92 
3.88 
4.2 
4.6 
s 
1.85 
1.32 
2.1 
1.61 
.97 
1.19 
1.0 
1. 57 I 
2.52 
2.55 
2.3 
2.51 
SE: M S PE+SE: M S 
~--·-~·-·--· ... ---·---···---··--··-----
3-53 2.55 2.68 2.22 
5.33 1.78 4.43 1.57 
5.8 1.25 4-73 1.73 
5-58 1.66 4.83 1.64 
5-45 1.32 4.82 1.16 
5.07 -94 4.28 1.07 
3-03 
4-85 
5-37 
5.65 
4.17 
4.63 
2. 29 
1.38 
2.21 
1.32 
1.98 
2.15 
2.04 
4.43 
4.64 
4.77 
4.18 
4.63 
1.7'7 
1.48 
2-37 
2.03 
2.15 
2.34 
~--~ ~ g ··~·-:-~-~---~~----· ns--··· 
E2 i 2.87 2.65 I 6.63 
1.6 
.56 
.51 
.48 
.13 
3.71 
4-73 
4.75 
5.36 
5.56 
5.06 
1.91 
1.67 
1.91 
1. 79 
1.5 
2.28 
E3 i 3.95 2.49 ! 6.77 
E4 4.2 2.11 I 6.92 
i 
E5 3.97 2.83 I 6.15 
EO 
E1 
E2. 
E3 
E4 
E5 
1.33 
1.82 
1.97 
1.78 
1.65 
1.95 
I 
1. 86 i 
2. 07 1.: 
1.61 
1. 94 
1.7 
2.28 
I 
2.8 
2.6 
. 2.87 
3.1 
2.98 
3-75 
1.56 
2.29 
1.71 
1.74 
1.63 
1.59 
1.65 
2.07 
2.21 
2.42 
2.44 
2. 32 
2.85 
2.09 
1.9 
1.68 
1.79 
1.64 
1.99 
I 
····~ 
~ 
w 
w 
3: 
ct5 
W· 
c. 
C/) 
~4 
<!' 
z 
> 3 
" c 
z 
<( 
W2 
::!!: 
EO 
Fl GURE 1 
ENURESIS RECORDS 
-----
o-
0 
E1 E2 E3 E4 E5 
S I X WE E K I N T E R VA L S 
88 
FIGURE 2 
ENURESIS RECORDS 
--------
::.:: 5 /// 
w 
w 
3: 
' 
cr 4 w 
a. 
(/) H-17 1-
t+ J: 3 (.!) _/. z ~\ > ~--- • ti!_/· a: 
2 ~ 0 NT 
z 
<( 
w 
:!: 
\ 
• E1 E2 EO E3 E4 ES 
SIX WEEK INTERVALS 
1 I 
TABLE ·4. 
Enuresis Records in mean dry nights per wee~; Analysis 
of Variance. 
Source M.S. D. F. F. Ratio 
Between Su2..j_ects 
A (Type of Enuretic; 
PE,SE) 212.354 1 13.248 ** 
B (Treatment Groups 
H+,W+,H,NT) 82.167 3 5.126 * 
AB 13.062 3 .814 
Error Term 16.028 40 
Within Subjects 
c (Enuresis Records; 
E,0-5) 19.997 5 22.171 ** 
AC 1.198 5 1.328 
BC 2. 329 15 2.583 ** 
ABC .862 15 
-955 
Error Term .901 200 
TABLU. 
Enuresis Records in mean dry nights per w~~~_§imple 
Main Effects. 
, _____ 
Source M.S. n.F. F. Ratio 
A at Cl (EO) 49.410 1 14.434 ** 
A at C2 (El) 32.505 1 9-496 ** 
A at C3 (E2) 51.046 1 14.912 ** 
A at C4 (E3) 41.070 1 11.998 ** 
A at C5 (E4) 20.935 1 6.116 * 
A at C6 (E5) 23.380 1 6.830 ** 
Error Term 3.423 240 
c at B1 (H+) 8.149 5 9.035 ** 
c at B2 (W+) 12.867 5 14.266 ** 
c at B3 (H) 5.111 5 5.666 ** 
c at B4 (NT) .858 5 . 95.1 
Error Term .901 200 
B at Cl (EO) 7.312 3 2.136 
B at C2 (El) 16.393 3 4.789 ** 
B at C3 (E2) 15.782 3 4.610 ** 
B at C4 (E3) 20.262 3 5.919 ** 
B at C5 (E4) 23.084 3 6.743 ** 
B at C6 (E5) 10.981 3 3.208 * 
Error Term 3-423 240 
----------- ______________ ... --- ~-
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* - .05 level of significance ** = .01 level of significance. 
TABLE 6. 
Enuresis Records in Mean :Dry Nights per week. 
Sheffe multiple comparisons within treatment 
conditions. (Abbreviations in brackets refer 
'to Figures 2 and 3). -
-· 
Treatment Conditions Means Compared Sheffe F 
Ratio 
------ ~-
B,l-3;Cl VS C2(HT;EO VS El) 2.808 VS 4.528 11.8 ** 
B,l-3;C2 VS C3(HT;El VS E2) 4.528 vs 4.708 .077 
B,l-3;C3 VS C4(HT;E2 VS E3) 4.708 vs 4-99 .184 
B,l-3;C4 VS C5(HT;E3 VS E4) 4-99 VS 4.85 .042 
B,l-3;C5 vs C6(HT;E4 VS E5) 4.85 VS 4.625 .094 
Bl; Cl VS C2(H+,EO VS El) 2.675 VS 4.425 4.074 ** 
B2; Cl vn >:> C?.(W+,EO VS E1) 2.041 VS 4.425 7.557 ** 
B3; C1 vs C2(H, EO VS El) 3.708 vs 4.733 I 1.397 
B4; Cl VS C2(NT;EO VS El) 2.067 VS 2.208 .027 
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Enuresis Records in Mean Dry Nights per week, before, 
during and after treatment ~n.6 week_intervals: 
Interpretation of findings~ 
91 
Table 4 refers to the analysis of varianne 
of the absolute enuresis data (Table 3) in mean number of 
dry nights per week, with reference to the pretreatment 
base-line enuresis frequency (EO) which ranged from 11 to 
21 weeks, the six week treatment period (El), and four 
consecutive six week intervals (E,2-5) following the treat-
ment period until follow up. 
Table 5 refers to tests for simple main 
effects, analysis of which was especially indicated by the 
significant BC interaction in Table 4. In addition Table 
5 indicated that :-
l) The significant A effect observed in Table 4 was con-
sistent for all measures (E,0-5) of the dependent 
variable (Table 5, A at Cl, C2, C3, C4, C5, C6) i.e. 
primary anuretic subjects had a significantly higher 
frequency of nocturnal enuresis than secondary enuretics 
befcre, during and for 6 months after treatment. All 
further interpretation of results concerning the 
primary/Becondary enur·etic distinction (A factor) will 
be reserved for a later ~ection (4.3). 
2) The significant C effect observed in Table 4 was owing 
to the three treatment conditions (H+, W+ and H) each 
being associated with a significant decrease in noc-
turnal enuresis (or improvement in dry nights as ob-
served in Figures l and 2) from the pretreatment base 
line enuresis le~els until the follow up, six months 
after treatment (Table 5, Cat Bl, B2, B3), whereas 
there was no correspondingly significant decrease with 
the no treatment condition NT (Table 5, C at B4). In 
other words all three forms of hypnotherapy as defined in 
the present study were significantly effective in decreasing 
nocturnal e~uresis. This confirmed Hypothesis 1.1. 
Figures l and 2 indicated that the improve-
ment in dry nights asscciated with the three forms of hypno-
therapy viewed inclusively (Figure 1, HT, N=36) or separately, 
(Figure 2) was especially apparent over the treatment period. 
Further within subjects analysis was per-
formed with the Sheffe rrultiple comparisons technique with 
the express purpose of ascertaining whether there was sig-
nificant improvement over the treatment period itself (when 
compared with base line frequency) Table 6 incicated that :-
(a) When viewing the three forms of :hypnotherapy inclusively, 
this total treatment group of 36 sutjects had improved 
significantly as regards an increase in dry nights over 
the treatment period (Table 6, B, l-3; Cl vs C2, p~.Ol). 
While. there was no significant improvement, or decrease 
in enuresis after the treatment periqd (Table 6, B,l-3; 
C2 vs C3, C3 vs C4, C4 vs C5, C5 vs C6),it was obvious 
from Figure l that the effeci of tr~atmeLt was maintained 
until the 6 month follow up period (Figure l, HT, E,2-5). 
I 
I 
(b) When viewed separately, those forms of hypnotherapy in 
which the tape recorded suggestions aimed at decreasing 
enuresis and maladjustment, had been preceeded by either 
a hypnotic induction (treatment condition H+) or task 
motivational instructions administered in the waking 
state aimed at enhancing expectancies, attitudes and 
motivations (treatment condition W+), had both resulted in a 
significant improvement in dry nights over the treatment 
period (Table 6, Bl, Cl vs C2 p ~ ·01 and B2, Cl vs C2 
pL.Ol) See Figure 2. On the other hand improvement in 
the control conditions, 
(a) whereby a hypnotic induction wa3 not suceeeded by 
suggestions (treatment condition H) and 
(b) no treatment (NT), was not significant (Table 6, 
B3, Cl vs C2 and B4, Cl vs C2). 
Thus, to sum up, hypnotherapy (HT) resulted 
in a significant improvement in dry nights over the six 
week treatment period" This improvement was significantly 
apparent in those treatment conditions (H+ and W+) which 
incorporated the tape recorded suggestions aimed at 
decreasing enuresis. The improvement was maintained for 
six months after treatment. 
3) With regard to the significant B effect observed in the 
analysis of variance (Table 4), analysis of simple main 
effects indicated that while there was no significant 
difference between the treatment conditions with regard 
to pretreatment base-line measures (Table 5, Bat Cl), 
the treatment conditions differed significantly during 
treatment (Table 5, B at C2) and for six months after 
treatment (Table 5, Bat C3, C4, C5, C6). 
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Further analysis to ascertain relative 
differences between the individual treatment conditions, 
during and after treatment was not warranted with this ab-
solute enuresis data, as a somewhat biased picture of the 
relative effectiveness of the groups would accrue owing to 
pre-existing differences (although non-significant) between 
the groups with regard to the pretreatment base-line data (as 
is evident from Figures l and 2 and Table 5, B at Cl, where 
the difference reaches the one per cent level of significan:!e). 
In order to overcome this problem and for 
the additional purpose of obtaining a more relative description 
of improvement or outcome, this absolute enuresis data was 
transform~d into Z-Scores using the pretieatment base line 
measures to establish means and deviations. 
TABLE 7. 
Enuresis Records in Dry Nights: Z-Scores for weekly Intervals 
~: JYI refers to mean, S refers to Standard deviation, 
E,l-6 refer to weekly intervals after (and including) 
the initial treatment session. 
,- .-·-·-···-·--
'~~ ~ PE:M 
H+ El .42 
E2 1.1 
E3 1.6 
E4 1.47 
E5 1.73 
E6 2. 23 
W+ E1 
E2 
E3 
E4 
E5 
E6 
1.43 
2.63 
2.23 
2.87 
2.42 
2.22 
3.23 
2.6 
s 
1.65 
.64 
. 94 
1.63 
.67 
2.62 
1.53 
1.76 
1.33 
1.95 
2.52 
2.01 
2.25 
2.0 
SE: M 
1.07 
1:27 
1.27 
1.22 
1.48 
1.82 
1.35 
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1.45 
1:82 
:76 
.74 
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.84 
1.15 
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TABLE 8. 
Enuresis Records in Dry Nights; Z-Scores for weekll 
intervals. Analysis of Variance 
Source M.S. D. F. p . Ratio 
Betwee·:l Subjects 
A (Type of Enuretic; 
PE,SE) 9.864 1 1.244 
B (Treatment Conditions 
H+,W+,H,NT) 46.951 3 5.924 ** 
AB 8.270 3 1.043 
Error Term 7.924 40 
Within Subjects 
c (Enuresis Records; 
E,l-6) 2.165 5 1.433 
AC .611 5 .404 
BC 1.701 15 1.125 
ABC 1.199 15 -793 
Error Term 1-511 200 
TABLE 9-
Enuresis Records in Dry Nights; Z-Scores for we~kly 
intervals Simple Main Effects . 
Source M.S. D. F. F. Ratio 
B at Cl (El) ).013 3 1.167 
B at C2 (E2) 4-081 3 1.581 
B at C) (E3) 8.227 3 ).188 * 
B at C4 (E4) 9.710 3 ).763 * 
B at C5 (E5) 12.602 3 4.884 ** B at C6 (E6) 17-821 3 6.907 ** Error Term 2.580 40 
97 
C at Bl (H+) 2.203 5 1-4581 (.15) 
C at B2 (W+) ).282 5 2.172 ( .1) 
C at B) (H) 1.2)0 5 .814 
C at B4 NT 
-5518 5 .)65 
Error Term 1.51125 200 
TABLE 10. 
Enuresis Records in :Ory Nights; Z-Scores for Weekly 
intervals. Sheffe Multiple comparisons between 
treatment conditions for the treatment period C,l-6 
(E,l-6) 
98 
Treatment Conditions Means Compared Sheffe F Ratio 
Bl,B2,B3 VS B4 (HT VS NT) 1.424 vs .114 3.9 * 
Bl VS B2 (H+ vs W+) 1.389 VS 2.019 .600 
Bl 1 J32 vs B3 (H+,W+ VS H) 1.704 vs .865 1.421 
Bl,B2 vs B4 (H+,W+ vs NT) 1.704 VS .114 5.104 ** 
Bl VS B3 (H+ VS H) 1.389 VS .114 .416 
B2 VS B3 (W+ VS H) 2.019 VS .865 2.016 
Bl VS B4 (H+ VS NT) 1.389 vs .114 2.461 ( .l) 
B2 VS B4 (W+ VS NT) 2.019 vs .114 5.495 ** 
B3 VS B4 (H VS NT) .865 VS .114 .854 
·-
TABLE 11. 
Enuresis Records in :Ory Nights; Z-Scores for Weekly 
intervals. Tuke H.S.:O. comparison between treatment 
conditions for the treatment period C,l-6 (E,l-6 
----.---
Treatment Conditions Means Compared Tukey H.S.P.Ratio 
Bl vs B4 (H+ vs NT) 1.389 VS .114 3.843 * 
99· 
Enuresis Records in Dry Nights,Z-Scores per weekly intervals 
over the treatment period. Interpretation of findings. 
Table 7 refers to the relative mean Z-score 
improvement ratios established at weekly intervals for the six 
week period. Tests for simple main effects (Table 9), to 
investigate further the significant differences among the 
treatment conditions indicated by the significant B effect 
in the analysis of variance of this data (Table 8), indicated 
that while thei·e was no significant difference among the 
treatment conditions over the first two weeks of treatment 
(Table 9, B a.t Cl, B at C2) t's.e gro·;~ps vvere significantly 
different in the third, fourth, fifth and sixth weeks of 
treatment (Table 9, B at 03, p ~ .05; B at 04 p < .05, B at 
C 5 p < . 01, B at 0 6 p < . 01). 
From Fi~1re 3, it was apparent that this result 
was owing to :-
(a) The steady improvement in those treatment conditions in 
which the tape recorded suggestions aimed at decreasing 
en~resis and maladjustment had been administered, follow-
ing either a hypnotic induction (treatment condition H+) 
or task motivatjonal instructions administered in the 
waking state aimed at enhancing expectancies, attitudes 
and motivations (treatment condition W+), over this 
period (Figure 3, E,3-6). This apparent improvement did 
not reach significance (Table 9, C at Bl, C at B2) with 
this data. However significant improvement has already 
been :lemonstrated with the absolute enuresis data which 
100 
incorporated the base line data as an additional measure 
of variance. 
(b) The majntenance or slight decrease of the improvement in 
the control conditions H (a hypnotic induction not 
succeeded by suggestions) and NT (n~ treatment, or no 
hypnosis or suggestion in terms of the design model), The 
initial improvement in the NT condition observed in Figu.re· 
3 was possibly owing to the effect of the standard in-
structions issued to parents at this stage (rewarding of 
dry nights and checking on toilet routines). 
The differences between the treatment con~ 
ditions were investigated further with the Sheffe multiple 
comparisons technique (Table 10). Comparisons were made betwee~ 
the treatment conditions with regard to the mean 6f the. six 7 · 
weekly interval Z-score ratios. Thus ·with regard to the full 
treatment period (E,l-6) Table 10 indicated :-
1. There was a significant difference between the means of the 
total hypnotherapy group (i.e. those subjects who received 
treatment HT, N=36) and the no treatment group NT (Table! 
10, Bl, B2, B3 vs B4 p < . 05). This result indicated con-
firmation of hypothesis 1.3, i.e. hypnoth8rapy (H~) wa~ 
significantly more effective than no treatment in terms 
of enuresis decrease. 
2. Whet:: individual Sh8ffe comparisur.s were made between the 
three forms cf hypn)therapy (treatment conditions H+,W+ 
and H separately) and the no treatment condition NT, only 
thew+ treatment condition reached significance (Table 10, 
B2 vs B4 p <. 01), with the H+ treatment condition reachin~ 
.. 1'01 
the ten per cent level of significance (Table 10, Bl vs 
B4). However, use of the Tukey H.S.D. Static, a more 
sensitive measure for pairwise comparisons (Kirk,l968), 
showed the H+ condition to be significantly more effective 
than no treatment as well (Table 11, Bl vs B4, p "- . 05). 
This confirmed hypotheses 3.23 and 3.24. 
3. There was .££ significant difference between the treatment 
conditionH H+ and W+, as regards decr~ase in nocturnal 
enuresis (rable 10. Bl vs B2). This confirmation of 
hypothesis 3.1 provided support for Barber's alternative 
paradigm in this clinical application. 
That is, there was no significant difference between a 
hypnotic induction and task motivational instructions aimed 
at enhancing expectancies, attitudes and motivations given 
in the waking state; with regard to the suggested changes 
in the dependent variable, i.e. decrease in enuresis. To 
phrase this in an alternative manner, suggestions aimed at 
decreasing enuresis, were as effective in decreasing 
enuresis whether they were preceeded by a hypnotic in-
duction (H+) or task motivational instructions given in 
the waking state (W+). 
4. The result that those treatment conditions which incor-
porated therapeutic suggestions following either a hypnotic 
induction (H+) or task motivational instructions administered 
in the waking state (W+), were not significantly more 
effective (either inclusivAly or separately) than a 
hypnotic induction without succeeding suggestions ~ 
treatment condition H, (Table 10, Bl, B2 vs B3, Bl vs B3, 
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B2 vs B3) indicated that it could not be unequi vocal,ly 
' 
concluded that the tape-record,ed suggestions (when pre-
ceeded by the appropriate antecedent conditions) had been 
the active factors in producing therapeutic change. This 
would represent an ideal conclusion with regard to the 
theoretical design model used in the present study. 
However, with regard to th~ six week treatment 
period :-
(a) As indicated in Table 6, those treatment conditions in 
which the tape recorded suggestions aimed at decreasing 
enuresis had been administered (H+ and W+),had each been 
associated with significant decreases in enuresis over the 
treatment period (Table 6, Bl, 01 vs 02, pL.Ol; B2, 01 vs 
02, p <.Ol) whereas this had not been the case with treat-
ment condition H (Table 6, B3, 01 vs 02). 
(b) Treatment conditio~s H+ and W+ were each significantly more 
effective than the no treatment condition NT as regards 
decrease in enuresis (Table 11, Bl vs B4, p<.05, Table 10, 
B2 vs B4, p < . 01), whereas this had not been the case with 
treatment condition H (Table 10, B3 vs B4). 
(c) Differences between the treatment conditions only became 
significant during the third week of treatment, in which 
time the pre-recorded suggestions aimed at decreasing 
enuresis were administered to treatment condi.tions H~ 
and W+ (Table 9, Bat 03 and 04, p<.05; Bat 05 and 06 
p (.01). See Figure 3. 
Thus the evidence would seem to point strongly 
and consistantly towards the efficacy of hypnotherapy being 
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primarily due to two factors :-
(a) The tape recorded suggestions aimed at decreasing enuresis 
and maladjustment. 
(b) When :preceeded by certain necessary a11tecedant conditions, 
either a hypnotic induction or task motivational instr,J.ct-
j.ons administered in the waking state aimed at enhancing 
expectancies, attitudes and motivations (Treatment QOn-
ditions H+ and W+). 
This does not deny the possibility of other 
factors contributing towards the significant therapeutic 
response; for example, training in increasing the "functional 
bladder capacity (Yeates, 1973; Zaleskj et al, 1973, Starfield 
1967) as intended and incotporated in the tape recorded 
suggestions. However, this does affir~ that such factors were 
secondary. Further, the suggestions whjch were given prior to 
t~e induction of hypnosis for moral reasons to subjects in 
treatment condition H? served as an additional control in this 
respect. That is, the same suggestions (for example, bladder 
control exercises) when not preceeded by the appropriate 
antecedant conditions met with less success. 
- r 
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TABLE 12 • 
. Enuresis Records in Dry Nights: Z-Score for 6 week intervals 
Group Scores. 
Key: M refers to mean, S refers to Standard deviation, 
El-E5 refer to 6 week intervals after (and including) 
the initial treatment session. 
~-::PE: M S SE: M S PE+SE: M s 
__ G __________ 
---------- --------
El 1.42 1.02 1.36 .92 1.39 .97 
E2; 1.46 1.43 1.8 1.35 1.63 1.39 
E3; 1.86 1.09 1.69 1.51 1.77 1.32 
E4[ 1.95 .97 1.61 1.78 1.78 1.44 
E5! 1.46 1.73 1.25 1.90 1.35 1.82 
--
1.63 1.28 1.54 1.53 1.59 1.41 
-- - - - - -! 
-
~---------- -- ·- ······-- ··-· ···-··- --
vf+ E1 2.59 1.31 1.45 1.20 2-02 1-26 
E2 2-50 2.01 1.84 1.77 2·.17 2.09 
. E3; 2-43 2.08 l-95 l-42 2-19 1.78 
E4i 2.62 1.71 1.08 l-77 1.85 1.74 
E5\ 2.97 2-27 1.24 l-55 i 2.11 l-94 
-: 2.62 1.91 1.; 51 1.56 
I 
2.07 1.74 I ! 
I 
- - - - - -
··t- . ..;. ____ __:__....:,._..;,._ __ !---·--'··----···-·--···-··-----·-4----------~ .. "-·· ·-·-···· --·--~ ... - ----i 
' 
I H Eli • 69 -89 l-04 1-57 .86 1.28 E2i .36 .64 1.35 1.68 .86 1,27 
E3, 1.48 .81 1.55 l-99 t l-51 1.52 
i l-71 1.58 1.66 2.09 I 1.68 1.85 E4i I 
I 1.80 I ~ I 1.08 1.31 E5i 1.51 __:__4L I -
I 1.15 1.23 l-25 1.66 1.2 1 • 46 
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FIGURE 5 
--~------
ENURESIS RECORDS 
-------- --------
E1 
Six ·week intervals 
J\ 
' 
_, 
4 
I 
• 
-
TABLE 13. 
Enuresis Records; Z-Scores per six week interval. 
Analysis of Variance. 
Source M.S. D. F. F. Ratjo 
Between Subjects 
A (Type of Enuretic; 
PE,SE) 
B (Treatment Conditions 
H+,W+,H,N';r) 
AB 
Error Term 
Withjn Subjects 
C (Enuresis records; 
Z-Scores; E,l-5) 
AC 
BC 
ABC 
Error Term 
6"115 
28.519 
4.368 
9-341 
-979 
.859 
.716 
.712 
.627 
TABLE 14. 
Enuresis Records, Z-Scores for six 
Sheffe Multiple comparisons between 
conditions for treatment and follow 
(E,l-5). I 
l 
3 
3 
40 
4 
4 
12 
12 
160 
.654 
3.052 * 
.467 
-467 
1.559 
1.369 
l.l40l 
1.134 
week intervals. 
treatment 
I, 
' ' Treatment Conditions Means Corp,pared Sheffe 
Ratio 
------!----~------···---
F 
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Bl,B2,B3 vs B4(HT vs NT) 1.616 VS .434 2-244 ( .l) 
Bl VS B4 (H+ VS NT) 1.585 VS 
-434 ;1.419 
B2 VS B4 (W+ vs NT) 2.065 VS • 434 i 2. 849 * 
B3 VS B4 (H vs NT) l.J98 VS .434 i• 625 Bl,B2 VS B4 (Ht,Wt VS NT) 1.825 vs • 434 2.763 ( .. 1) 
-f 
.. 
' 
t 
i 
l' 
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Enuresis Records in Dry Nights, Z-Scores per six week ~nterval 
over the treatment and foJ.low up period. Interpretation of 
findings-
Further analysis was performed to ascertain the 
r~lative efficacy of the treatment conditione unti~ the six 
month follow-up period. TabJ.e 12 refers to the enuresis reco~ds 
in mean Z-Score improvement ratios establtshed at six week 
i.ntervals- The significant difference among the treatrp.ent 
conditions as indicated by the analysis of variance of this 
data (Table 13 ~ B effect p < . 05) was investigated further with 
the Sheffe multiple comparisons technique. 
Comparisons among the treatment conditions with 
regard to the mean of the five,six week interval Z-Score ratios 
are shown in Table 14. This indicated that the total hypno-
tnerapy group (HT, N=36) was no longer significantly more 
effective than no treatment. (Table 14, Bl,B2,B3 vs B4,p<' .1). 
However, the fact that the comparison reached the one per cent 
level of significance, again illustrated the maintenance of 
the therapeutic response. See Figure 4. When the three forms 
of hypnotherapy were individually compared witll the no treat-
ment group, treatment condi.tion W+ remained significantly more 
effective than no treatment (Table 14, B2 vs B4, pz.05)- See 
;tPigure 5-
This result that suggestions aimed at decreasing 
nocturnal enuresis and maladjustment administered after task 
motivational given in the waking state (W+) were significantly 
more effective than no hypnosis or-suggestions (treatment 
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condition NT), whereas these suggestions, when preceeded by 
a hypnotic induction (H+) were not (Table 14, Bl vs B4), again 
provided support for Barber's alternative paradigm. Put another 
way, let alone their being no significant difference betwe~n 
the treatment conditions H+ and W+ with regard to changes in 
the dependent variable, decrease in enuresis, the former,Wt, 
(a clinical application of Barber's paradigm) was actually 
: 
signifjcantly more effective than no hypnosis or suggestions 
(NT) whereas the latter was not. 
The comparison between the no treatment condition 
(NT) and those treatment condi_tions where suggestions were 
administered following either a hypnotic induction (H+) or 
task motivational instructions given in the waking state (W+), 
did not quite reach significance (Table 14, Bl,B2 vs B4)-
However, the proximity of the F Ratio (2.76) to the accepted 
level (2.84) emphasjzed the previous conclusion (w~th regard 
to the treatment period) that the suggestions when preceeoed 
by the appropri~te antecedant conditions, had been the primary 
ellements in the efficacy of hypnotherapy. 
The superiority of the treatment condition W+ 
over no treatment (NT) indicated that the appropriate or 
nebessary antecedant conditions for the effectiveness of 
suggestions- would seem to have been the enhancement of 
pdsitjve expectancies, attitudes, motivations, and thinking 
with and vividly imagining the suggestions, whether these 
conditions are provided jn the waking state or what has be~n 
traditionally termed a hypnotic induction. 
; 
\ 
I 
TABLE 15. 
Enuresis Records in Dry Nights; Z-Seot't'J per six week 
interval. Subjects who improved significantly. 
~------------------
Enuresis Records Treatment Conditions 
H+ W+ H NT 
, El 5 4 1 1 
: E2 4 4 1 1 
E3 3 7 2 1 
t E4 5 7 3 2 
'E5 2 6 1 2 
'Mean 3.8 5.6 1.6 1.4 I 
--- l 
Pereentage 32% 47% 13.3% 11.7% 
-·-··-··---·-- -- -·----- ---
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Table 15 refers to the number of subjects who 
reached the five per cent level of improvement per tre~tment 
condition at each of the five measures (E,l-5) of the depend-
ent variable. 
Because of the small number of scores involved 
in the calculation of the sample standard deviation (i.e. the 
pretreatment period consisted of a minimum of 11 scores) used 
to estimate the population standard deviation for each in-
dividual subject, the t distribution was used to esti~ate 
significant improvement. Since there are 6 scores which ma;ke 
up the mean of each six week interval, there are thus 5 
degrees of freedom, and the significance of the "Z-Soores'' 
based on these means, was obtained from the t distribution 
' 
~ 
-
-~ 
llJ_ 
with 5 degrees of freedom and five per cent in the upper tail 
(one tailed test). From tables the value of this tis 2.015. 
See Appendix B for individual scores. 
With reg~rd to the mean number of subjects 
per treatment condition, per measure of the dependent variable, 
Table 15 indicated the percentage of subjects in each treatment 
condition (N = 12), who improved significantly. The superiQrity 
I 
9f the treatment condition W+ (47%) was again apparent. Thi~ 
would seem especially owing to the number of subjects reaching 
significant improvement levels with regard to measures E3,E4 
and E5. 
While Table 15 indicates significant improvement, 
it does not indicate cessation of enuresis or cure. As many 
researchers view enuresis as a discontinuous rather than 
quantitative variable, the focus of research has been on "cure" 
rather than improvement. In addition this would seem more perp 
tinent to both patient and clinician, from a more practical 
clinical point of view. Results on the outcome of hypnotherapy 
in terms of "cure" will be presented presently. 
To sum up at this point: results so far have 
beeB concerned mainly with the confirmation of hypotheses. 
Briefly, hypnotherapy as defined in the present study, (HT, 
N =:36) was found to be significantly more effective than no 
treatment and was associated with a significant decrease i~ 
enuresis, in terms of pretreatment base-line enuresis. The 
J 
h 
·' 
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efficacy of the method seems to have been primarily due to 
certain necessary conditions; the enhancement of positive 
expectancies, attitudes, motivations and thinking with and 
vividly imagining the therapeutic suggestions. One treatment 
condition (W+) which incorporated these necessary conditions 
was significantly more effective than no treatment over a si~ 
month follow-up period. 
..( 
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H+Sl 
S2 
S3 
S4 
S5 
S6 
--·· 
WtSl 
S2 
$3 
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TABLE 16 .. 
Enuresis Records in Wet Nights per Moni£. 
Key: EO refers to the month immediately preceeding 
treatment. E, 1, E2 and E4 refer to the first, second 
and fourth monthly interval after and including the 
initial treatment s~ssion .. Asterisks * and ** indiqate 
those subjects excluded from comparieon with the 
results of Kolvin et al (1972) and Werry and Cohrssen 
(1965) respectively. 
PE: EO El E2 E4 SE: EO El E2 E4 
,. 
* 9 .8 2 2 ** 2 1 0 0 
29 22 30 18 * 7 2 2 0 
27 17 19 20 25 12 4 18 
31· 19 10 13 * ll 8 10 3 
27 19 14 11 31 22 15 10 
21 
_12 ___]_ ____i __ll 2 0 0 
- - - -24.0 16.7 13-7 10 .. 8 15,.0 7-8 5n2 5,.2 
-- - - - - - -- -~ 
...... -
19 12 3 2 23 12 4 4 
31 18 25 15 13 8 2 0 
19 6 3 6 25 12 0 8 
S4 I . 28 8 13 25 ** 2 0 0 0 
S5: 31 9 9 5 15 13 4 3 
S6 I _31 
....If.. ~ ___g __2.Q. _ll ___gj, -ll 
I 
I 26.5 13-3 12.8 14.0 18.0 11.7 5-7 5-7 - - - - - - - -
H S1! * 6 11 15 0 15 2 0 0 
S2 *\.,11 16 24 8 ** 3 4 1 0 
S3 31 28 31 18 ** 2 1 0 o. 
S4 28 19 21 20 20 6 4 1 
S5 12 0 0 0 * 6 7 8 7 
S6 27 25. ~ ~ ** 2 1 0 0 
- -· - -
-
~
19,.2 16-5 19 11.8 8.0 3-5 2.2 1..3 
- - - - - - - -
NTS1 30 11 17 15 26 23 26 23 
S2 12 11 10 8 * 10 10 20 16 
S3 21 19 20 19 27 25 27 24 
S4 31 30 29 28 * 4 8 6 5 
S5 31 31 31 31 27 26 12 9 
S6 31 __2_1 __:n __2_1 __g]_ ~ 28 ~ 
-.,..--
-
26.0 22-2 22-3 22.0 19-5. 19,.3 19.8 16.3 
-
- - -
- -
- - -
1----. 
... ___ 
•• 
\ 
I 
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TABLE 18. 
Data for the comparison with the research of Kelvin et al., 
1972-
Key: El, E2 and E4 refer to percentage improvement in the 
first second and fourth monthly interval after and including 
the initial treatment session. The asterisks * indicate 
those subjects excluded from the comparison. 
r-----------------------------------------------------
PE: El E2 E4 SE: El E2 E4 
.-----------------------------------1 
H+ Sl * 11 78 78 * 50 100 lOO 
S2 24 - 3 38 * 71 71 100 
S3 37 30 26 52 84 28 
S4 39 68 58 * 27 9 73 
S5 30 48 59 29 52 68 
S6 ___1.2. ___§]_ 81 86 ...1QQ . 100 
W+ Sl 
S2 
S3 
S4 
S5 
S6 
28.3 48.0 56-7 52-5 69-3 78-2 
37 
41 
68 
71 
70 
___lL 
50.0 
84 
19 
84 
54 
70 
___n. 
55-7 
89 
52 
68 
10 
84 
0 
50-5 
48 
38 
52 
* 100 
13 
---4]. 
49-0 
83 
85 
100 
100 
73 
20 
-76.8 
83 
100 
68 
100 
80 
0 
78.0 
H Sl *- 83 -150 100 l 86 100 100 
S2 *- 45 -118 27 'I *- 33 50 100 
S3 10 0 41 , * 50 100 100 
S4 32 33 28 ~ 70 80 95 
S5 100 100 100 I *- 17 - 33 - 17 
S6 I ___]_ _1.2. __ 7 < * _2Q 100 100 h--NT-:--S-l+~--__ 3-:_~-.-: ----:--:---5-Q ~: -- ~-- ~~~~---6 6. 2 Q------r--7-9 ~-:---t 
s 2 s 11 33 
1
· * o -1oo - 6o 
S3 9 5 9 · 7 0 11 
S4 3 6 10 I *-100 - 50 - 25 
851 0 0 Q 1 4 56 66 
s 6 __Q __11. 0 =--.1 - 21 __2 
14.0 17.0 -13.5 -19-2 2.2 13.8 
_,) 
~-"~------------------------~-------------------~ 
t' 
' I 
1' 
/ 
,: 
4.2.2 
The Efficacy of Hypnotherapy in terms of cure and comparison 
with other methods of treatment. 
The fact that full enuresis records were 
1],7 
obtained for all 48 subjects for the duration of this researqh, 
enabled the data to be converted to suit different methods of 
calculating outcome in terms of cure, and direct comparisons 
were able to be made with other methods of treatment. Comparisons 
were made with three other studies each with a different met~od 
of estimating outcome. 
In Werry and Cohrssen's (1965) study, the 
number of wet beds in the fourth month of their therapeutic 
trial was expressed as a percentage of the pretrial monthly 
trequency and five categories of the therapeutjc response 
delineated :-
1. 0 per cent = cure (no wet beds during the fourth month). 
2. 1 to 35 per cent = greatly improved. 
3- 36 to 69 per cent = moderately improved~ 
4- 70 to 100 per cent = unchanged. 
5- 100 per cent plus = worse. 
Kolvin et al (1972) calculated outcome in' 
terms of percentage improvement with the formula :-
Wetting per month before treatment-wetting per month after 
treatment x 100 
Wetting per month before treatment. 
Cu.t off points were established at 40 a,nd 
80 per cent levels of improvement. The 80 per cent or hj g);ler . 
-r ) 
7 
l 
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improvement level constituted the cure or near cure criterion~ 
A cure criterion of 13 consecutive dry 
day3 within 90 days after treatment ini.tiation wae u:3ed by D•;; 
Leon and Mandell (1966). 
For comparison with the reAults of Werry 
and Cohrssen (1965) and tha.t of Kelvin et al (1972) the 
enuresis data of the present study was conv~rted into wet .nights 
in monthly intervals, and the percentage calculations performed 
(Tables 16, 17, and 18). 
Comparisons of results always offers 
difficulties. Consequently the following discussion is needed. 
The raw data dables 16, 17, 18 o.nd 19 containing individual 
scores are presented at this stag~ to indicate those subject~ 
excluded from the various comparisons. This data is presented 
in the 2 x 4 design form for consistancy. 
With regard to the percentage improvement 
data of Kelvin et al (1972),(Table 18), no 2 x 4 stat~stical 
analysis of variance with repeated C measures was performed, 
as the percentage improvement method of calculation reflects 
the problem of pre-existing differences between the groups, 
both primary and secondary (factor A) and treatment condition~ 
(factor 8), with regard to base-line enuresis frequency, over 
which the percentage improvement is calculated. This problem was 
previously apparent with regard to the absolute enuresis data· 
in dry nights, and it was for 'this reason that· the Z-Score 
index, which minimizes the problem, was used. This problem 
of differing base-lines pan be overcome by using a more striqg-
ent pretreatment definition of enuresis. For example, Kolvin 
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et al. (1972) had a cut-off point of at least three wet 
nights per week. However, this results in smaller cells of 
unequal size (i.e. les~ than 6). Consequently comparisons 
with other research involve only the total hypnotherapy group 
(H+, N=36) for adequate sample size. 
An additional purpose of the preceding 
paragraph is to prevent a misleading view of the relative 
effectiveness of the groups. For example, with regard to 
Tables 17, 18 and 19, the treatment condition H may appear 
to be as effective, with regard to "cure" as treatment con-
ditions H1 and W+. This is due to both the initially high 
base level enuresis frequency in this group (H), as was ob-
served in Figure 2 (p. 88 ) as well as the method of calculation. 
As indicated by the asterisks in Tables 17 and 18, subject~ who 
were excluded from comparisons with the research of Werry and 
Cohrssen (1965) and Kolvin et al (1972), owing to their more 
stringent pretreatment enuresis criteria, came mainly from this 
treatment condition H. 
Comparison with the research of Werry and Cohrssen (1965): 
These researchers compared the efficacy 
of the bedbuzzer,.psychotherapy which was "essentially psycho-
dynamically oriented" and supplemented by suggestion and en-
couragement and no treatment in a four month controlled 
trial. Their main findings were that the buzzer was sig-
nificantly more effective than either no treatment or psycho-
therapy, which latter treatments did not differ from each 
other in efficacy. 
j 
Five subjects had to be excluded from the 
hypnotherapy group (i.e. HT, N=31) for comparison with this 
research as they had not met the pretreatment criterion of 
~nuresis of at least one wet night per week over the monthly 
pretreatment trial. See Table 17. 
TABLE 20. 
, _______ --··------·····---------- ·-· .. 
·-·-------------:--------------__,........,. Therapeutic Response 
Treatment Groups Cure 
.. ·-
--
Greatly Im- Improved \Unchanged. 
proved lor worse 
·-·-·····--· I 
A~No treatment [19(&0.3%) (N=27) 1 (3Q7%) 2 (7-4%) 5(18.5%) 
··-·----- -···-·· -·- f--.-- -·-·--·---------· f-----·-··----
BoBrief psycho-
(9-5%) (9-5%) therapy(N=21) 2 2 3(14-3%) 14(66.7%) 
-- --- -··----
C.Bedbuzzer(N=22) 7(31.8%) 6(27.3%) 4(18.2%) 5 (22-7%) 
1---··· -·-····-··- ···---------- -----------lr-------+--------+------1 
D.Hypnotherapy 
(N=31) 6(19-4%) 6(19-4%) 8(25-8%) 
~---------------~----~-------~---------~---~--~ 
:comparison Statistic 
6.66 
1-145 
Degrees of 
Freedom 
Sjgnificance 
Level 
---·-----· ·-- ... ·-. -···-------.----+ 
1 p ~ .01 
1 p ~ .01 
3 N.S. 
Table 20 refers to the results of Werry 
and Cohrssen's (1965) study with regard to A, no treatment, 
B, brief psychotherapy, C, the bedbuzzer. Included are the 31 .' 
subjects of the present study (D Hypnotherapy) classified into 
·the appropriate categories of the therapeutic response for 
,,, 
') 
{ 
f 
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comparison. With regard to the three Chi-Squared tests of 
association involved :-
(a) A direct comparison with the bedbuzzer along all categories 
of the therapeutic response was possible and it was found 
that there was no signifjcant difference with regard to 
the efficacy of the two treatment regimes (Table 20, X2CD). 
(b) Direct comparison along all categories of response was not 
possibJ.e with the no treatment and psych~therapy groups 
owing ~o the smalJ expected frequen~ieA of the cells, 
(which violates the requjrement of fewer than 20 per cent 
of the celJs havjng an expacted frequency of Jess than 5 
(Siegel 1971, p.l78)). Conseq"'..lently comparisons were made 
at the "cure" and greatly improved level. It was foun:l 
that hypnJtherapy was significantly more effectjve than 
t.=;i ther no treatment or brj ef psychotherapy at this level 
( 2 2 Table 20, X AD, p<_.Ol, X BD p <.Ol). 
These researchers compared the efficacy 
of placebo, the buzzer and imipramine over a two :nonth 
treatment trial, with a follow-up in the fo·i.J.rth month ;'lfter 
' treatment. Both the buzzer anj imiprami.nr:3 were found to be 
sig~ificantly more effective than ~lacebo with regard to the 
cure or 80 per cent level of improvement at two months. These 
researchers' enuresis criterion of at least three wet nights 
per week, necessitated the exclusion of 11 subjects from the 
hypnotherapy group (HT, N=25) for co~parison purposes. See 
Table 18. 
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- TABLE 21. 
Key: N refers to number of subjects in each group. 
::E refers to mean number of wet nights per month. 
% refers to mean percentage improvement . 
.---------·····--· -----·--· 
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-r--~-i~~ e b-.~ . Buzzer Imipramine Hypnotherapy 
i 
Pretreatment 
month 
',rreatment 
Nonth 1 
Treatment 
Month 2 
FOllow-up 
Month 4 
Percentage 
Improvement 
Month 1 
Month 2 
.r 
/ 
I / 
Month 4 
E 
20.9 
11.3 
11.0 
11.3 
% 
49.9 
> 52.8 
54-3 
N I E j 
j 
I 
I 
27 ' 22.0 i 
27 11.1 
27: 9.1 
26 9-3 
% 
27 51.6 
27 61.7 
26 63.5 
N .E N E N 
32 22.7 35 24.1 25 
32 10.0 35 ,l4.0 25 
32 9-3 35 !11. 6 ,25 
28 13.4 30 11.0 25 
% % 
32 59.4 35 45.0 25 
32 63.5 35 58.8 25 
28 42.7 30 60.0 25 
TABLE 22. 
Key: % indicates percen-tage of subjects whJ improved 
per group. N. indicates number of subjects. 
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Placebo Buzzer Imipramine Hypnothera~y 
% N % N % N I % 
1. 
Over 80~ I 
Month 1 ll 3/27 15 5/32 I 37 13/35 I 16 I 
' l Month 2 18 5/27 52 17/32 45 16/35 ; 40 
I 
; 
I 
Month 4 42 ll./26 50 14/28 i 30 9/30 40 
'- I 
Over 40·~ i ' I I 
Month 1 62 17/27 69 22/32 I 71 25/35 52 I ! i 59 16/27 I 23/32 28/35 ; Month 2 I 72 80 68 I 
I I 
Month 4 58 15/26 71 20/28 { 60 18/30 1 68 
TABLJ2._23. 
Chi-S~uared tes~of as22£jati£~ at the 80 £er cent 
lev~h Month 2. 
-·-·-
Key : H refers to Hypnotherapy, P refers to Placebo, 
B refers to Buzzer and I refers to Imipramine. 
-
N 
4/25 
10/25 
10/25 
13/25 
17/25 
17/25 
Comparison Statistic !Degrees of Freedom lsignific~nce 
i ·level 
1. X 2 HP I 2.918 I 1 P< .1 I 
i j 
X2 HB 
I 
2. I 
-97 ! 1 N. S. I i 
3'~ X..2 HI I .194 l 1 IN. s. 
' 
l 
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Tables 21 anj 22 refer to the results of the 
research of Kelvin et al. (1972), with the inclusion of the 25 
subjects of the hypnotherapy gro·.J.p as an :1ddi tional treatment 
regime for comparison. The mean percentage improvement levels 
in ·:rable 21, indicated that hypnotherapy was slower than the 
other regimes with regard to initial improvement (Month J.). 
This may be owing to either (a) the higher mean pretreatment 
enuresis frequency (24.1) in the 25 subjects selected for 
comparison, or (b) possibly more spontaneous remission in the 
other regimes. However, with regard to months 2 and 4 :-
(a) Hypnotherapy was more effective than placebo. 
(b) Although not having the initial effectiveness (months 1 
and. 2) of Imipramine, there was no startling relapse after 
treatment. 
(c) Hypnotherapy generally resembled the supposed conditionin~ 
response of the buzzer (Kelvin et al. 1972; Turner, 1973) 
although improvement was not as high. 
A number of Chi-S~uared tests of associa tio~'l 
were performed, with no significant differences between the 
treatment regimes at both the 40 and 80 per cent l~vel (See 
Table 22). 
While the comparison between ~ypnotherapy and 
placebo did not reach the accepted .05 Jevel of significan~e 
(Table 23 X2HP, p ..(..1) at the 80 per cent month 2 level, this 
was probably due to the hig~er pretreatment :::nean n'J.mber of wet 
nights (24ol) than the placebo group (20.9) as indicated in 
Table 21. 
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Compar:i,son with the research of De Leon and_!landell (1966). 
These researchers compared the efficacy of the 
buzzer, psychotherapy of an unspecified nature (12 sessions) 
and no treatment in a 90 day treatment trial. Cure was de-
fined as 13 consecutive dry days within this 90 day period. 
Two subjects who had not met the 13 day pretreatment enuresis 
criterion were excluded from the hypnotherapy group for the 
following comparison. 
. -· 
-
A,Buzzer B,Psycho- C,No Treat- D, Hypno-
therapy ment therapy 
N % N % N % N % 
- ·--·· -
-· -···-·· 
-
Cure 44 86~3 2 18.2 2 11.1 21 61.8 
Failure 7 13-7 9 81.8 16 88.9 13 38-2 
---· 
Comparison Statistic Degrees of Freedom Significance Level 
-- - -
1. X..2AD 6.8109 1 p <: .01 
2. 'X_2BD 6.3178 1 p< .05 
3~ x2cn 12.2419 1 P< .01 
As was previously shown in the co~parison 
w:i,th the results of Werry and Cohrssen (1965), hypnotherapy 
was again found to be signifjcantly more effective than either 
brief psychotherapy (12 sessions) or no treatment (TabJe 24, 
X2BD, p ~ .05 and X2cD: p ~ .01 respectively). On the other 
nand, in this comparison, the buzzer was significantly more 
;effective than hypnotherapy (Table 24, x2AD, p < .01). 
' f 
1 
I 
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Generally the buzzer would appear to have 
been more effective than hypnotherapy, although no significant 
differen~es in efficacy were obtained in the other two com-
Parisons, with the research of Werry and Cohrssen (lg65) and 
Rolvin et al. (1g72). However, it should be noted that in all 
comparisons, the treatment with the buzzer was of a longer 
du~ation than the treatment in the present study (6 sessions 
over 6 weeks). For example, in this comparison with the research 
of.De Leon and Mandell (lg66), treatment with the buzzer con-
sisted of go conditioning trials over go days. 
I' 
r 
1 
-(, 
4~2~3 The Efficacy of Hypnotherapy as regards decrease in 
Maiad:Jlistmen:c~·-·- ·· ·· · -----------------
. 
H+ 
The Junior E.P.I. N~oticism, Group Scores. 
Key: M refers to mean, S refers to standard deviation, 
Tl, T2, T3 refer to pretreatment post treatment and 
follow-up testing (six months after treatment). 
---
PE:M s SE:M s PE+SE: M s 
T1 10.17 3.71 13.17 3.25 11.67 3.48 
·T2 9-67 5.04 10o17 5-04 9.92 5-04 
T3 5-5 5.65 7-17 4-22 6-33 4.99 
!---- - -
W+ T1 12.67 4.50 13.5 5.47 13.08 5.01 
T2 12.83 4.62 14 4-98 13-42 4.81 
T3 13.17 5~08 15.17 7-44 14.17 6-37 
H T1 11.67 3.83 I 10.83 6.43 11.25 5. 29 
T2 9 6. 23 9-5 6.53 9-25 6.38 
T3 7.83 3.76 8.67 6.06 8.25 5-04 
----· 
NT Tl 10.5 6.28 13.67 4.76 12.08 5.58 
T2 
T3 8.33 7ol4 14.67 5-09 11.75 6.2 
-
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TABLE 26. 
The Junior E.P.I., Neuroticism; Analysis of Variance • 
.Source M • .S. 
~--·--··--·- ··-···-- ·----------· ---·-------- --··-- ·---· 
Between Subjects 
A (Type of Enuretic; 
PE,SE) . 
B (Treatment Conditions; 
H+, W+, H) 
AB 
Er+or Term 
Within Subjects 
C (Tesis: Tl,~2,T3, 
36 subjects) 
AC 
BC 
ABC 
31.14 
203.5 
5.897 
59.61 
52.62 
1.397 
33.88 
3-356 
.....__. ________ ·---·-··· - ··--···-···--····· 
TABLE 27. 
D.F. F. Ratio 
8 1 -522 
1 2 3-413 * 
2 1-.098 
1 30 i I 
1 2 I 4-747 * 
2 I .126 
3 4 3.057 * 
4 .302 
The Junior E.P.I., Neuroticism, Simple Main Effects . 
. ~-·--··-· .. -·------- -----· --
Source M.S. 
--·---· 
11.083 
60.110 
200.085 
27. 259 
88.695 
3.695 
27.999 
11.083 
·-· 
D.F. 
2 
2 
2 
go 
2 
2 
2 
60 
F. Ratio 
.406 
2.205 
7-340 ** 
8.002 ** 
.333 
2.526 ( .1) 
TABLE 28. 
The Junior E.P.I. Neuroticism; Analysis of Varjance. 
Source 
Between Subjects 
A (Type of Enuretic; 
PE,SE) 
B (Treatment condition, 
H+, W+, H, NT) 
AB 
M.S. 
102.094 
106.177 
21.371 
45-371 
D. F. 
11 
13 
I ~o I 
F. Ratio 
2.237 
2.326 
.468 I I 
I 
I 
Error Term 
Within Subjects 
C (Tests: Tl, T3) 
AC 
. BC 
86.261 
6.509 
48.704 
4-343 
10.764 
I 
l 
1 
3 
3 
40 
8.013 
.604 
4-524 
.403 
** II 
** ABC 
Error Term 
..__ __________ ----.JL--..-- - _____ _.L... _____ ,
TABLE 29-
The Junior E.P.I. Neuroticism; Simple Main Effects. 
Source 
B at Cl (Tl) 
B at C2 (T3) 
Error Term 
C at Bl (H+) 
C at B2 (W+) 
C at B3 (H) 
C at B4 (NT) 
Error Term 
'------· -- --· 
M.S. 
7-410 
147.474 
28.197 
D.F. 
3 
3 
80 
170.667 l 
7-041 l 
I 54 ' 1 
. 667 11 
F. Ratio 
. 262 
5.229 ** 
I 15.854 ** 
.654 
5-016 * 
-.062 
___ _____..__l_o __ · 7 6~ _j_I_o ___ -L-.-------1 
TABLE 30. 
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The Junior E.P.I. Neuroticism, Tukey H.S.D. Pairwise Comparisons. 
-·····¥· -------···----- ----- ------ ---
Treatment Conditions Means Tukey H.S.D.Ratio 
H+ vs W+ (at T3) 6.333 vs 14.166 4.017 * 
\ 
' 
• 
' I 
~ 
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The Junior E.P.I. Neuroticism. Interpretation of findings. 
Table 25 refers to the means and standard 
deviation scores of the various groups with regard to pre-
t~eatment, post treatment and six month follow-up testing on 
n~uroticism as measured by the Junior E.P.I. 
As there was no "post treatment" testing 
I 
p~ase for the no treatment group as indicated in Table 25, 
the analyses of variance with regard to the four measures of 
"maladjustment" (neuroticism as measured on the Junior E.P.I. 
and CPQ anxiety as measured on the CPQ and presence of behavioual 
abnormalities as measured by Child Scale A) are presented both 
with and without the no treatment condition, i.e . 
(a) With the thirty-six treatment subjects (HT) i.e. treatment 
conditions H+, W+ and H, and three measures of the dependent 
variable. (Owing to missing data, the post treatment test-
ing phase on Child Scale A was excluded). 
! 
(b) With all four treatment conditions (N=48) and two measures 
of the dependent variable. 
Table 26 refers to the analysis of variance 
of the thirty-six treatment subjects (conditions H, W+ and H) 
with regard to neuroticism (E.P.I.) as measured before treat-
l 
ment, after treatment and at the 6 month follow-up. Analysis 
of simple main effects (Table 27) was indicated by the sig-
nificant BC interaction. This indicated that the treatment 
conditions did not differ with regard to the pretreatment 
measure (Table 27, Bat Cl). While the decrease in neuroticism 
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·shown in Figure 6 did not reach significance immediately after 
treatment (Table 27, Bat C2), there had been a significant 
decrease at follow-up testing (Table 27, Bat C3, p<.Ol), 
.which was due mainly to the efficacy of treatment condition 
H+ (Table 27, C at Bl, p ~ .01). A corresponding but non sig-
nificant decrease in neuroticism in treatment condition H 
(Table 27, C at B3, p < .1) suggested that the decrease in 
neuroticism might be associated with the induction of hypnosi~ 
i.e. the H factor with the suggestions of relaxation etc. 
involved. 
This was clarified in the analysis of 
vari~nce which included the no treatment condition NT and ex-
eluded the post treatment testing scores (Table 28), where 
the tests for simple main effects (Table 29) of the significant 
BC interaction, indicated that the significant difference be-
tween the treatment conditions on follow-up testing (Table 29, 
B at C2, p < .01) was associated with significant decreases in 
both treatment conditions which incorporated a hypnotic in-
duction1 (Table 29, C at Bl, p <..01 and C at B2, p <.. .05) 
whereas there were no significant decreases in the other 
treatment conditions. 
While the Sheffe multiple comparisons 
technique did not show any significant differences between 
1 It is not known to what extent the suggestions given for 
moral reasons prior to the induction of hypnosis in 
treatment condition H influenced the result in the case 
of this form of hypnotherapy. 
the treatment conditions, the more sensitive Tukey H.S.D. 
statistic showed a significant difference between treatment 
conditions H+ and W+ on the follow-up measure (Table 30, H+ 
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vs W+, p ~ .05). This indicated that suggestions when preceded 
by a hypnotic induction were significantly more effective than 
when preceeded by task motivational instructions with regard 
to a decrease in neuroticism. 
I 
H+ 
W+ 
--· 
H 
NT 
TABLE 31. 
The CPQ Neuroticism Group Scores. 
Key: M refers to mean, S refers to standard deviation, 
Tl, T2, T3 refer to pretreatment, post treatment and 
follow-up testing (six months after treatment). 
PE:M s SE: M s PE+SE: M s 
T1 5.12 1. 55. 6.38 1-39 5.75 1.47 
T2 4.81 1. 54 5-54 1.22 5.18 1.39 
T31 4.68 1.27 5-44 .47 5.06 .96 
I 6.24 .36 6.16 6.2 T1 I .99 
-75 
T2 6.37 
-95 5.71 -92 I 6.04 .93 
T3 5-72 -94 5-93 .42 5.83 n73 
... - --~-- ~ ------ -·- - -·-·-··-~" ··-~---·· ······--·-
Tl I 5.54 
-97 6.16 1.13 5-85 1.05 
T2 5.48 .97 5.82 
-94 5-65 -95 
T3 5.14 .71 5.75 1-33 5.45 .89 
-··-
i 
i 
Tl 4.81 1.36 6.67 .97 l 5.74 1.18 ~ 
T3 4-76 2. 02 6.05 .36 
····----·· -----------~-----. --------··--
5-41 1.45 J 
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TABLE 32. 
The CPQ Neuroticism; Analysis of Variance. 
Source M.S. D.F. F. Ratio 
---------- -- "---
Between Subjects 
A (Type of Enuretic; 
PE,SE) 4.743 1 1.739 
B (Treatment Condition 
H+, W+, H) 4-331 2 1.017 
AB 2.773 2 1.017 
Error Term 2.726 30 
Within Subjects 
c (Tests T1,T2,T3) 2.193 2 6.770 * 
AC .561 2 1.734 
BC .168 4 .518 
ABC .187 4 .579 
Error Term . 323 60 
TABLE 33. 
The CPQ Neuroticism; Analysis of Variance. 
--------------------· ........ - ___ ,_ -------------- ----- ----- ----· ---------~ 
Source 
Between Subjects 
A (Type of Enuretic; 
PE,SE) 
B (Treatment Condition 
H+, W+, H, NT) 
AB 
Error Term 
Within Subjects 
C (Tests T1,T3) 
AC 
BC 
ABC 
Error Term 
MS. 
15.917 
1.580 
2.439 
2.069 
D.F. 
1 
3 
3 
40 
4.828 1 
.244 1 
F. Ratio 
7.690 * 
.7638 
1.178 
11.841 ** 
.599 
.385 
. 623 .157 J3 . 254 3 
.407 -- _4_0-----~~-------~ 
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TABLE 34. 
The CPQ Neuroticism; Simple Main Effects. 
Source M.S. I D.F. F.Ratio 
-
c at Bl (H+) 2.83557 l I 6.95375 * c at B2 (W+) .843872 I l 2.06945 I j 
c at B3 (H) .963989 i l ! 2.36402 ! 
c at B4 (NT) .656616 l i 1.61024 I 
I Error Term .407776 I 40 i 
The CPQ Neuroticism; Interpretation of findings. 
Table 31 refers to the mean and standard 
deviation scores of the various groups with regard to pre-
treatment, post treatment and six month follow-up testing 
on neuroticism as measured by the CPQ. 
With inspection of Figure 7, the significant 
C effect observed in Table 32 again indicated that hypno-
therapy (i.e. NT, N=36) had resulted in a significant de-
crease in neuroticism (p< .05) as was the case with th~ Junior 
EPJ. data. Tests for simple main effects on the analysis of 
variance that included the no treatment condition (Table 33) 
indicated that one form of hypnotherapy (H+) when viewed 
s~parately resulted in a significant decrease in neuroticism 
(Table 34, cat Bl, p < .05). 
l 
.. I 
' 
.. 
H+ 
. 
W+ 
1---
H 
NT 
TABLE 35. 
The CPQ Anxiety, Group Scores. 
Xey: M refers to mean,S refers to standard deviation, 
Tl, T2, T3 refer to pretreatment, post treatment and 
follow-up testing . 
-
-··-
! PE:M s ~SE: M s PE+SE M s 
Tl 5.05 1.72 5. 92 l-75 5-49 1.73 
T2 4.95 1.73 5.32 1.85 5.14 1.79 
T3 4-57 1.22 5.22 -81 ; 4.9 1.04 
Tl 6.22 1.0 6.35 1.15 6. 29 1.08 
T2 6.25 .g 5.87 1.14 6.06 1.03 
T3 5-9 l. 27 6.38 .87 6.14 1.09 
-- -------·--·· f-· 
Tl 5-32 1.97 5.7 . 93. 5-51 1.54 
T2 5.32 l-51 5.82 1.35 5-57 1.43 
T3 4.9 1.05 5-57 1.64 5.24 1.38 
--
1-----
Tl 4.6 1.58 6.7 
-75 5-65 1.24 
T3 4.48 2.02 6.6 .84 5-54 1.54 
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TABLE 36. 
The CPQ Anxiety; Analysis of Variance . 
....------------.,-------r---· -·- . -···-···· --, 
Source 
Between Subjects 
A (Type of Enuretic; 
PE, SE) 
B (Treatment Condition 
H+, W+, H) 
AB 
Error Term 
Within Subjects 
C (Tests T1,T2,T3) 
AC 
BC 
ABC 
Error Term 
M.S. 
4.48096 
9-47998 
.761475 
4.29494 
1.101661 
-453369 
.290771 
.182983 
.683317 
TABLE 37. 
D. F. 
1 
2 
2 
30 
2 
2 
4 
4 
60 
F. Ratio 
1.04331 
2. 20724 
.177296 
1.48703 
.663483 
-425529 
.267787 
The CPQ Anxiety; Analysis of Variance. 
'------------~---~---~---------, I D. F. Source 
Between Subjects 
A (Type of Enuretic; 
PE, SE) 
B (Treatment Condition 
H+,W+,H,NT) 
AB 
Error Term 
Within Subjects 
C (Tests T1; T3) 
AC 
BC 
ABC 
Error Term 
M.S. 
20.5341:-
4. 7806 I 3 
3-93685 3 
3.0979 40 
1.87061 
r-.071289 
.291341 
.101237 
-553259 
I 
' I 11 11 
I 
'3 I. 
3 
40 
F. Ratio 
,6. 62858 * 
1 1. 54317 
!1. 27081 
I 
j 
I 
I 3.38106 ( .1) 
1 .128853 
i .526591 I . 1.182983 
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Ht 
Wt 
H 
NT 
TABLE 39. 
Key: M refers to ~ean, S refers to standard deviation, 
Tl and T2 refer to pretreatment and follow-up testing. 
-. 
PE:M s SE: M s PE+SE: M s 
T1 9.33 5.24 14.83 10.32 12.08 8.19 
T2 7.17 4.26 11.5 6.77 9.34 6.97 
T1 12.0 4.69 14.17 6.71 13.09 5.79 
T2 9.17 4-71 14.33 9.63 11.75 7.53 
T1 12.33 9.24 12.67 8.87 12.5 9.05 
T2 11.5 12.66 9.83 5.15 10.67 9.66 
T1 13.0 7.38 11.33 9.52 12.17 8.51 
T2 ll. 5 4.68 12.83 10.03 12.17 7.83 
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TABLE 40. 
Child Scale A: Analysis of Variance. 
Sourc 
13etwe 
A(Ty 
PE 
B (Tr 
H+ 
AB 
Error 
Withi 
C(Te 
AC 
13C 
ABC 
Error 
e 
--
en §._ub~cts 
pe of Enure tic; 
' 
SE) 
eatment Conditions 
,W+,H) 
Term 
n Subjects 
sts Tl, T3) 
Term 
----·- -· ·-·-
M.S. :O.F. 
---------
125.348 1 
17.513 2 
51.513 2 
103.258 30 
70.0137 1 
.013 1 
3.097 2 
10.762 2 
18.558 30 
- ·- ----- ---------------~--
Child Scale A: Analysis of Variance. 
Source M.S. :O.F. 
f---------- - ... ,,__ 
Between Subjects 
A (Type of Enure tic; 
PE, SE) 90.0937 1 
B (Treatment Conditions 
H +, W +, H, NT) 13.8158 3 
AB 46.1497 3 
Error Term 109.223 40 
Within Subjects 
C [Tests Tl, T3) 52.5098 l 
AC 3.01172 1 
BC 7.89974 3 
ABC 10.6758 3 
Error Term 15.5812 40 
-~-- --- ----~--- --~------· .. --······· -------····· ------------- ------
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F. Ratio 
1.213 
.169 
. 49·3 
3.772 ( .1) 
.007 
.166 
.579 
F. Ratio 
I .824861 
.126491 
.422528 
i 
I 3. 370o6 ( .1) 
I 
.193291 I 
I .507003 
.685169 
1 
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TABLE 42. 
Source M.S. D. F. F. Ratio 
----- ---- -· ·--
c at Bl 45.21 1 2.901 
c at B2 10.693 1 .686 
c at B3 20. 202 l 1. 29 
c at B4 0 l 0 
Error Term 15.581 40 ' 
··~----~-- ·--·-· ··--- -~ . ~-- .. ---~~ - -~ -- --- --- ---~---·····----------- ~- -·· -- --- ----·--·· ··- --------
Child Scale A. InteEQret~tion £f findin~. 
Table 39 refers to the mean and standard 
deviation scores of the various groups with regard to post 
treatment and follow-up testing on Child Scale A. Tables 40 
and 41 refer to the analyses of variance of this data which 
respectively excluded and included the no treatment condition. 
Table 42 refers to tests for simple main effects performed to 
ascertain whether any of the treatment conditions had resulted 
· ..
in significant decreases with regard to the presence of 
behavioural abnormalities as measured on this parental 
questionnaire. 
While significant results did not accrue 
with regard to this data, it is evident from Figur~ 9 that 
there had been an associated decrease with regard to all 
three forms of hypnotherapy (H+, W+ and H) and the overall 
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decrease with regard to the 36 treatment subjects (HT) falls 
just under the accepted significance level (Table 40, C effect, 
p <. .1). 
To sum up at this point, the hypothesis 
(1.2) that hypnotherapy (HT, N=36) would result in a sig-
nificant decrease in maladjustment (1.2) was confirmed with 
regard to two of the four measures of maladjustment (neurot-
icism as measured by the Junior E.P.I. and CPQ respectively; 
(Table 26 7 C effect p ~ . 05, and Table 32 C effect p < . 05). 
Consideration of the Figures of the non significant data 
indicated that this hypothesis merits general consistant 
confirmation. See Figures 8 and 9 where HT or H+, Wt and H 
inclusively (N=36) was associated with clearly evident decreases 
at each testing occasion (T2 and T3). 
However, the results were not so clear cut 
as to merit comparison with the no treatment condition (NT). 
Thus the hypothesis (l~t) that hypnotherapy would decrease 
maladjustment significantly more than no treatment was not 
confirmed. 
Overall, it would appear thqt the general 
trend associated with all three forms of hypnotherapy was ~ 
decrease in neuroticism. This decrease was especially evident 
in those treatment conditions incorporating a hypnotic 
induction. In terms of the design model, it would appear that 
the H factor was primary as the control treatment condition H 
was associated with a significant decrease on one of the 
four measures of maladjustment. However, it is not known 
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to what extent the suggestions given for moral reasons, prior 
to the induction of hypnosis, influenced this result. This does 
not necessarily indicate that the tape recorded suggestions 
aimed at decreasing enure~is had not been effective; on the 
contrary, treatment condition H+ which incorporated these 
suggestions was the only individual treatment condition to show 
a significant decrease with regard to two measures of malad-
justment (Table 29, C at Bl, p L . 05 and Table 31, C at Bl, 
p L.. • 05) and a completely consistent pattern on all figures. 
However, as results were not so significant as to merit com-
~arison with the no treatment control condition, no direct 
aausal relationship could be postulated. 
4.3 The lrimary/Secondary Enuretic Distinction. 
4.3.1 Nocturnal enuresis and degree of maladjustment with 
special reference to the primary/secondary enuretic 
distinction. 
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The findings of previous researchers (Shaffer 
et al. 1968, Kolvin et al, 1972) indicating the psychiatric 
normality of the majority of enuretics was again evident in 
this study. On the one test, Child Scale A, that explicitly 
measures "psychiatric disturbance i.e. a score of 13 or more, 
18 out of the 48 subjects, i.e. 38 per cent fell into this 
category on the pretreatment measure. 
With regard to the twenty four secondary 
enuretic subjects (as defined in the present study) and the 
twenty four primary subjects, as measured twice (pre treatment 
and follow-up testing) on the four measures of maladjustment, a 
Pearson Product Moment Correlation Matrix showed that secondary 
enuretics were significantly more maladjusted (p ~ .05) on both 
testing occasions, than primary enuretics on the measures; 
neuroticism (.378, .324) and anxiety of the "CPQ". Positive 
but non significant correlations were shown on neuroticism as 
measured by the Junior E.P.I. (.165, .208) and presence of 
behavioural abnormalities as measured by Child Scale A 
(.106, .154). These results were confirmed by various analyses 
of variance which have already been presented (see Tables 33, 
37, 29 and 40 respectively, A effect). 
Further support for the hypothesis that 
secondary enuretics are more maladjusted than primary enureti6s, 
was provided by significant Product-Moment Correlations on 
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various first order factors of the "CPQ". On both measures of 
Factor o, the factor most directly concerned with pervasive 
subjective distress, neurosis, anxiety and depression (Porter 
and Cattell, 1968) secondary enuretics were found to be more 
maladjusted (.315, .406). 
On pretreatment testing, secondary enuretics 
were more emotionally unstable (Factor C, -.412) and internally 
restrained (Factor J, .294). On follow-up testing, secondary 
enuretics were more reserved and detached (Factor A, -.385), 
more shy and withdrawn (Factor H, --314) and more careless of 
social rules (Factor Q3, -.412). 
Taken collectively, these findings provided 
fairly consist~nt evidence that secondary enuretics (as defined 
in the present study) were more maladjusted than·primary 
I 
enuretics. 
I 
i 
l 
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4-3o2 The Primary/Secondary Enuretic Distinction and Response 
to Hypnotherapy. 
TABLE 43. 
Enuresis Records in Z-Scores for 6 week intervals: 
Analysis of Variance. 
Source M.S. TI.F. F.Ratio 
Between Subjects 
A (Type of Enuretic; 
PE, SE) 5-966 1 .643 
B (Treatment Conditions 
H+, W+, H) '11. 323 2 1.22 
AB 6.371 2 .686 
Error Term 9.275 30 
Within Subjects 
C (Enuresis Records, 
Z-Scores, E,l-5) 1.078 4 1.624 
AC lo765 4 2.657 * 
BC n691 8 1.041 
ABC 
-336 8 .507 
Error Term o664 120 
-------------- ····-····-------
TABLE 44. 
Enuresis Records in Z-Scores for 6 week intervals: 
Simple Main Effects. 
Source M.S. D.F. F.Ratio 
--
A at Cl (E1) 
-700 1 . 293 
A at C2 (E2) 
-451 1 .189 
A at C3 (E3) I -323 1 .135 
A at C4 (E4) 3-731 1 1.563 
A at C5 (E5) 7.821 1 3.277 ( .1) 
Error Term 2.386 150 
C at Al (PE) 1-431 4 2-155 ( .1) 
C at A2 (SE) 1.412 4 2.126 ( .1) 
Error Term .664 120 
--------- --- ---·-------- ---------
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The Primary/Secondary Enuretic Distinction and response·to 
hypnotherapy. Interpretation of findings. 
In order to investigate the hypotheses 
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(2.2 and 2.3) that secondary enuretics would respond signif-
icantly better to hypnotherapy yet relapse significantly more 
than primary enuretics, a three way analysis of variance with 
repeated measures on Factor C (Table 43) was run on the Z-score 
enuresis records in six week intervals of the thirty-six 
treatment subjects, 18 primary and 18 secondary. (Tables of 
means and standard deviations have already been presented in 
the 2 x 4 design form for the analysis of variance which in-
eluded the subjects who had not received treatment, treatment 
condition NT. (See TabJ.e 12, p.l04 9 and Table 13, p.l07 )ft 
Table 44 refers to the analysis of simple 
main effects indicated by the significant AC interaction in 
the analysis of variance (Table 43). From Table 44 it was 
indicated that :-
1. The two enuretic groups had not differed significantly in 
injtial response to treatment. (Table 44, A at Cl,C2,C3,C4). 
Thus .the hypothesis ( 2. 2) that secondary enuretics would 
respond significantly better to hypnotherapy than primary 
enuretics could not be confirmed at this stage. 
2. The differences between the groups falls just under the 
accepted significance level on the final Z-score measure, 
E5, (Table 441 A at 05, p<(.l). Thus, as observed jn 
Figure 10, there was a definite trend for secondary 
enuretics to relapse more than primary enuretics. As 
observed in Figure 10, this was owing to both :-
(a) the overall improvement in the primary group; 
(b) the relapse phenomenon within the secondary group. 
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However, both these observations again just 
fail to reach the accepted significance level (Table 44, C at Al, 
p < .1, C at A2, p < .1). 
Owing to this consistant, although non 
significant pattern, for all practical clinical purposes, it 
would seem justifiable to conclude that secortdary enuretics 
relapsed more than primary enuretics.· That is, hypothesis 2. 3 
merits general confirmation. 
The percentage improvement data used for 
the comparison with the results of Kolvin et al. (1972), 
(Table 18, p.ll5 ) was investigated in order to demonstrate 
possible differential response by the two types of enuretics in 
terms of "cure". This data was used because the stringent pre-
treatment enuresis criterion used for the comparison, over-
c~mes the problem of significant pretreatment differences 
between the groups (as was shown in Table 4, A effect, p 89 ) • 
As the pretreatment enuresis criterion of three wet nights per 
week necessitates the exclusion of certain subjects, this raises 
the problem of small numbers. However, this can be overcome with 
the use of Fisher's exact probability test (c.f. Langley 1970, 
p. 29 2 ff). 
TABLE 45. 
Number and Percenta e of rimar and secondar enuretics 
reaching cure or near cure levels 80 per cent or more 
lmprovement) at two months. 
T;zEe of Enure tic Number Percentage 
Primary enure tics 3/15 20io 
Secondary enure tics 7/10 70% 
---
__ , ____ ----·-·-----·--·----- --
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Table 45 refers to the number and percentage 
of primary and secondary enuretics reaching cure or near cure 
levels (80 per cent or more improvement) two months after the 
initial treatment session. As indicated in Table 45, the cure 
rate in the primary and secondary enuretic groups was 20 and 
70 per cent respectively. With the use of Fisher's exact 
probability test which is not invalidated by the small numbers 
involved, it was indicated that secondary enuretics had re~-
ponded significantly better to hypnotherapy than primary 
enuretics in terms of cure (p< .05), which confirmed hypothesis 
2.2. 
155 
4.4 The Trance Paradigm vs the Alternative Paradigm, with 
respect to responsiveness to test suggestions as measured 
by ":Diagnostic Ratings of Hypnotizability" or "ll.R.H." 
(Orne and O'Connell, 1967), The Children's Hypnotic 
Susceptibility Scale or "C.H.S.S." (London, 1963) and 
H+ 
W+ 
H 
the Barber Suggestibility Scale or "B.S.S." (Barber,l965). 
TABLE 46. 
Hypnosis Tests; Group Scores. 
~: lliagnostio Ratings of Hypnotizability (ll.R.H.), 
The Children's Hypnotic Susceptibility Scale (C.H.S.S.) 
and the Barber Suggestibility Scale (B.S.S.), test re-
test, (Tl,T2). M refers to mean, S refers to standard 
deviation. 
- J ·.·~I • PE:M s SE: M s PE+SE M s 
ll.R.H. 9-5 4-55 10 3-85 9-75 4.22 
C.H.S.S. 21.5 4-46 21.5 4.04 ! 21.5 4-25 I I 
B.S.S.(T1) 11.67 3-49 11.42 4.01 ! 11.54 3-76 
I B.S.S. (T2) 11.75 3-37 13 2.76 12.38 3-08 
i 
ll.R.H. 8 4.34 10.17 2.64 I 9-09 3.59 i C.H.S.S. 21.8 4.96 22.8 2.23 i 22.3 3.85 
B.S.S.(T1) 8 3-63 8. 25 4.40 I 8.13 4.04 I 
B.S.S. (T2) t 8. 25 4.73 12.92 3-28 l 10.58 4.07 
---· I 
ll.R.H. 11.67 1.86 8.33 4.84 I 10.0 3.66 
C.H.S.S 26.33 2-25 21 8.15 ! 23.67 5-97 
B.S.S.(Tl) 14.33 l. 51 10 5.21 12.17 3-83 
B.S.S.(T2) 15.33 1.63 9.17 5-79 12.25 4.25 
I 
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TABLE 47. 
D.R.H.; Analysis of Variance. 
Source - M.S. D.F. F. Ratio 
-- --
-·--
A (Type of Enurecit, I PE or SE) 
-444 l I -.030 
B (Treatment condition, I 
Ht, w +, H) 2.694 2 .183 
AB 23-860 2 1.623 
Error Term 14.7 30 
TABLE 48. 
C.H.S.S.; Analysis of Variance. 
Source M.S. D.F. F. Ratio 
--
I 
I 
A (Type of Enuretic, ! I . 
PE or SE) 18.782 l I .821 I B (Treatment condition, I 
H) 14.335 2 .626 I Ht, w +' ' I I ! 
I 
AB 34-775 2 i 1-520 
Error Term 22.866 30 I I -----···---~-------------: --
.) 
I 
_,, 
f 
i 
I 
I 
TABLE 49 . 
B.S.S.; Analysis of Variance. 
Source M.S. D.F. 
Between Subjects 
A (Type of Enuretic, 
PE or SE) 10.503 1 
B (Treatment Condition 
H+,W+, H) 59-961 2 
AB 96.315 2 
Error Term 25.704 30 
Within Subjects 
c (Tests Tl,T2) 22-781 l 
AC 8.335 l 
BC 8.843 2 
·ABC 14.670 2 
Error Term 4-024 30 
TABLE 50. 
B.S.S.; Simple Main Effects. 
Source M.S. D. F. 
-- ---
A at Cl(B.S.S. ;Tl) 18-776 l 
A at C2(B.S.S. ;T2) -.062 l 
B at Cl(B.S.S. ;Tl) 56.798 2 
B at C2(B.S.S. ;T2) 12.005 2 
Error Term 14.864 60 
c at Al (PE) 1.778 l 
c at A2 (SE) 29.339 l 
c at Bl (Ht) 4-165 l 
c at B2 (W+) 36.260 l 
c at B3 (H) --041 l 
c at Al, Bl -.02o l 
c at Al, B2 .187 l 
c at Al, B3 3 l 
c at A2, Bl 7. 520 l 
c at A2, B2 65-334 l 
c at A2, B3 2.083 l 
Error Term 4.024 30 
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F. Ratio 
' I 
i 
! .408 
I 2.332 
I 3.746 * 
i 
I 
I 
1 5.660 * i 
I 2-071 I ! 
2.197 
3.645 * 
F. Ratio 
1.263 
-.004 
3-821 * 
.807. 
. 441 
I 7-290 * 1.034 
9.010 ** 
-.010 
-.005 
--046 
-745 
1.868 
16.235 ** 
-517 
',> 
' ,. 
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The Trance Paradigm vs the altern'3.tive paradjgm with regard to 
h;ypnqsis tests: Interpret~ion of finding§_. 
Table 46 refers to the mean .3.nd standard 
deviation scores of the various groups with r.egard to the three 
hypnosis scales employed in thjs study, the "Diagnostic Ratings 
of Hypn~tizabjljty'' (D.R.H.), The Children's Hypnotic Suscep-
tibility Scale (C.H.S.S.) and the Barber Suggestibility Scale 
(B.S.S.). 
Tables 4 7, 48 and 49 refer to th·e analysis 
of variance of this data. The n)n-significant B effect in each 
analysis injicated that with regard to responsiveness to test 
suggestions as measured by the D.R.H., C.H.S.S. anj both 
measures of the B.S. S., there had. been no significant difference 
betv1een the treatment conditions, two of which (H+ and. H), re-
' 
ceived a hypnotic injuction prior to test suggestions, the 
thj rd receiving task motivational instruct.i.ons administered in 
· the ·waking state (W+). This result clearly su-pported the 
~lternative paradigm. 
Further analysis indicated by the significant 
BC and ABC interactions in the B.S.S. analysis of variance 
(Table 49) complicated this issue. Table 50 refers to the 
analysis of simple majn effects wh.ich indicated (See Figure 
ll) .-
1. While not differing with respect to suggestibility 
(Table 5~A at Cl, A at C2), secondary en~ratic subjects 
increased signjficantly in suggestibility (Table 507 C at 
A2, p .( .05) whereas primary subjects did not (Table 50'> 
C at Al). 
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2. Subjects wh:J were administered task motivatjonal instruct-
io~s in the waking state prior to hypnosis tests or 
suggestions aimed at decreasing enuresis and maladjustment 
(treatment condition W+) increased significantly in 
suggestibility (Table 50 7C at B2, p < .01) whereas thJse 
subjects administered a hypnotic induction prior to tests 
or suggestions did not (treatment conditions H+ and H, 
Table 50 7 C at Bl ani C at B3 respectively). 
3. Both the above increases in the dependent variable were 
mainly associated with the significant increase in 
suggestibility of secondary en~retic subjects in the W+ 
treatment gro~p (Table 50 7 C at A2, B2, p < .01). 
The significant varianc.:J among the treatment 
conditions on the initial measure of the B.S.S. (Table 50,B at 
Cl, p < .05), with inspection of Figure 11, seemed to indicate 
that subjects administered a task motivational instruction- in 
the waking state (W+) had not responded as well to succeeding 
test suggestions in the initial treatment session, as those 
subjects administered a hypnotic iniuction prior to test 
suggestions (treatment conditions H+ a~d H). 
However, Sheffe co~parisons (Table 51) 
between the individual treatment conditions did not confirm 
this difference. 
B.S&:_(Tl) Sheffe comparisons between individual 
treatment conditions. 
. -
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Treatment Conditions Means Compared Sheffe F Ratio 
B3 vs B2 at Cl(H vs W+ 
at 'rl) 12-167 VS 8.125 1.906 N.S. 
Bl,B3 vs B2 at Cl (H+, 
H vs W+ at Tl) 11.854 VS 8.125 2.164 N.S. 
Table 51 (B3 vs B2 at C1) indicated that 
there was no significant difference between the highest mean 
(treatment condition~) and lowest mean (treatment condition 
W+) on the initial measure of the B.S.S. (Tl). See Figure 11-
Use of the more sensitive Tukey H.S.D. Statistic for this pair-
wise comparison again did not injicate a significant difference. 
This statistic showed a non-significant ratio of 2.761 for the 
comparison between the means (given in rable 51) of treatment 
conditions Hand W+-
In addition, as indicated in Table 51 7 
(Bl, B3 vs B2 at Cl), those subjects to whom the tape recorded 
B.S.S. was administered following a hypnotic induction (treat-
ment conditions H+ and H) had not differed significantly in 
responsiveness to test suggestions, from those subjects ad-
\ 
m1nistered task motivational instructions in the waking state 
(W+). 
162 
In sum, the evidence in this section would 
seem to supp8rt the alternative paradigm as advocated by 
Barber (1965, 1970). With regard to the hypnosis scales, 
"Diagnostic Ratings of Hypnotizability", the Children's 
Hypnotic Susceptibility Scale and both measures of the Barber 
Suggestibility Scale, there was no significant differen~e on 
response to test suggestions between subjects administered a 
standard hypnotic induction procedure and those given task 
motivational instructions in th9 wakjng state prior to the test 
suggestions. 
\ 
DISC~SION OF RESULTS. 
5-l The Efficac~ of HyJnotherap~. 
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·Th;lcomplete enuresis records obtained in the 
present study were inJtially converted into mean number of dry 
nights per week for 1/a) the pretreatment base-line period -which 
ranged from 11 to 21 weeks; (b) the six week treatment period; 
(c) four co~secutive 6 week intervals following the treatment 
period until follow up. 
Analysis of this data indicated that hypno-
therapy (the total group of 36 enuretic boys receiving treat-
r . 
~ent HT, N=36) relulted in a significant improvement in dry 
nights over the treatment period. The improvement was signific-
antly apparent in those individual forms of hypnotherapy (treat-
ment conditions H+ and W+) which incorporated the tape recorded 
suggestions aimed at decreasing enuresis and maladjustment. 
The improvement was maintained for 6 months after treatment 
(Table 6, p. 90 , Figure 1, p. 87 ) • 
Owing to pre-existing differences between 
the groups with regard to pretreatment base-line en~resis 
·freq_uency and. in :)rder to assess more accurately the relative 
differences between the four treatment conditions (H+, W+, H 
and NT), th~ absolute enuresis data in dry nights was trans-
formed into Z-scores using the pretreatment· base-line measures 
' to calculate ~means and standard deviations. Theae relative 
'z-score impro,vement ~atios were established at both weekly 
' 
' ! 
I· 
• 
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and six week intervals in or.de·r to assess more directly the 
efficacy of hypnotherapy both during and after treatment. 
Analysis of the weekly ratios over the 
treatment period indicated that hypn~therapy (HT, N=36) was 
significantly more effective than no treatment (NT). When the 
three forms of hypnotherapy (treatment con~itions H+, W+ and H) 
were compared individually with the no treatment condition (NT), 
both treatment conditions H+ an.J. W+ were significantly more 
effective than no treatment whereas this was not the case 
with the control condition H. 
These results, coupled with the findings that :-
(a) differences between the treatment conditions only became 
significant during the third week of treatment in which 
time the tape recorded suggestions aimed at decreasing 
enuresis were administered to treatment conditions H+ and 
W+, and 
(b) as indicated previously (p.l63 ), these treatment conditions 
had each been individually associated with a significant 
improvement in en~resis, 
provide strong and consistant evidence that the efficacy of 
hypnotherapy vms primarily due to two factors :-
(a) the tape recorded suggestions aim~d at decreasing en~resis 
and maladjustment, 
(b) when Ereceede£ by certain necessary antecedent conditions, 
either a hypnotic inductio~ or certain "task motivational 
instructions" .administered in the waking state, aimed at 
enhancing expectancies, attitudes and motivations and 
thinking with and vividly imagining the therapeutic 
suggestions. 
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Barber (1972) has argued that it is exactly 
such necessary antecedent conditjons which constitute a hyp-
notic induction. This argument was supported with the result 
that the one form of hypnotherapy (treatment condition W+) which 
explicitly incorporated these necessary antecedent conditions 
was significantly more effective than no treatment over a 
six month follow-up period (with the Z-score ratios in 6 week 
intervals, Table 14 , p.l07, Figure 5 , p. 106). 
This does not deny the possibility of other 
factors contributing towards the significant therapeutic 
response; for example, training in increasing the "functional 
bladder capacity'' (Yeates 1973; Zaleski et al., 1973, Starfield 
1967) as intended and incorporated in the tape recorded 
suggestions. However, this does affirm that such factors were 
secondary. Further, the suggestions which were given, prior to 
the induction of hypnosis, for moral reasons to subjects in 
treatment condition H, served as an additional control in 
this respect. That is, the same suggestions (for example, 
bladder control exercises) when not preceeded by the appropriate 
an~ecedent conditions met with less success-
The pattern is not so distinct with regard 
to the decrease in maladjustment. However the hypothesis (1.2) 
that hypnotherapy (HT, N=36) would result in a significant 
decrease in maladjustment was confirmed with regard to two of 
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the four measures of maladjustment (neuroticism as measured by 
the Junior E.P.I. and CPQ respectively), and the decrease in 
behavioural abnormalities (Child Scale A) falls just short of 
the accepted significance level (Table 40, p.144, C effect 
p ( .1). Further ~learly evident decreases, at the post treat-· 
ment and follow-up testing phases, on both figures of the non-
significant data, indicated that the hypothesis merits general 
consiste.nt confirmation. 
Similar results showing beneficial changes 
in adjustment after successful conditioning treatment have been 
reported byBel1J,"ls; et al.(l956), Lovibond (1964) and Baker (1969). 
The results in the present study were not so 
clear cut as to merit comparison with the no treatment condition. 
Thus the hypothesis (1.4) that hypnotherapy would decrease mal-
adjustment significantly more than no treatment was not confirmed. 
No straightforward reason for the decrease in maladjustment 
could be postulated. However, it would appear to have been 
specifically as~ociated with both the induction of hypnosis and 
the tape recorded suggestions aimed at decreasing maladjustment 
as treatment condition H+, (which incorporates both a hypnotic 
induction and succeeding suggestions) was the only treatment 
condition to show significant decreases on two measures of 
maladjustment and a completely consistent pattern on all 
figures. 
As many researchers view enuresis as a 
discontinuous rather than quantitative variable the focus of 
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research has been on cure rather than improvement. As this would 
seem more pertinent to both patient and clinician, from a 
practical clinical point of view, the enuresis records were 
converted to suit different methods of calculating outcome in' 
terms of cure. This also enabled direct comparisons to be made 
with other methods of treatment, for the purpose of general-
' izing the results of the study. 
Three studies (Werry and Cohrssen, 1965; 
Kolvin et al., 1972 and Tie Leon and Mandell, 1966) each of 
which has a different method of calculating outcome, were 
selected for comparison purposes. The samples of enuretic 
children in these three studies would appear to be comparable 
to the present study in terms of age. The present study (ages 
8 to 12) overlapped that of Kolvin et al., (1972), whose sample 
~anged from 8 to 10 years of age. On the other hand, Tie Leon 
~nd Mandell's (19£6) study dealing with ages 5i to 14 overlapped 
this research. Werry and Cohrssen (1965) report a mean age of 
9.99 years which approximates that of the present study (10.5 
years). The children jn the research of Kolvin et al. (1972) 
were volunteers, as in the case of the present study, and both 
Tie Leon and Mandell's (1966) and Werry and Cohrssen's (1965) 
studies deal with outpatients. Unfortunately De Leon and 
Mandell do not give further background information for discussion. 
A common finding of enuresis being associated 
with the lower social classes (Barber et al., 1963; Miller, 1973; 
Shaffer, 1973) was again apparent in the study of Kolvin et al-
(1972) and raises the question of how far the findings in the 
\ 
1 
I 
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present study, with its upward social class deviation, can be 
generalized. On the other hand, Werry and Cohrssen (1965) 
reported "a moderate over-representation of· the middle and 
j • professlonal classes which is presumably a sign of greater 
doncern about enuresis in these socio-economic groups, rather 
than increased prevalence". (Werry and Cohrssen 1965, p.l39). 
This explanation probably applies to the upward social class 
deviation of the sample of enuretics in the present study as 
Jell, and makes the comparison with Werry and Cohrssen's (1965) 
study authentic in this regard, for generalizability of find-
ings. 
The present sample of enuretics was by no 
means all inclusive of the social strata in the Cape Peninsula. 
For example, the coloured population was not considered and the 
letter offering treatment was only distributed to the larger 
boys schools which presumably reflect an upper class bias. 
However, it is interesting to note that in the study of the 
I 
population of the Isle of Wight, Rutter et al. (1973) found 
only a "weak and inconsistant" association between enuresis at 
age 9/10 and no associations at age 14 years. At 9/10 years 
enuresis was most common in children from unskilled or semi-
I 
skilled families, social classes IV and V, but it was commoner 
in children from professional/managerial families (I and II), 
than from their "non manual", class III group. In addition, 
the differences were only significant in girls (which were not 
included in the present study). Similar findings by Blomfield 
and Douglas (1956), Stein and Susser (1967) and Oppel et al. 
· (1968), lead Rutter et al. (1973) to conclude that social 
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class is associated with enuresis only when the parental occupat-
ion differences are accompanied by differences in the frequency 
of stressful events or disruptive life experiences which have 
a clear association with later enuresis. (Douglas, 1973). 
Shaffer (1973) reaches a similar conclusion in his review. In 
overview, it would seem that the differences between the 
enuretic sample of Kolvin et al. (1972) and that of the present 
study, present no serious obstacles with regard to both the 
comparison between the· two studies and the generalizability of 
the findings of the present study. 
Werry and Cohrssen's (1965) sample of 
children would appear to have been more psychiatrically dis-
turbed than the present sample. In their study, as in the 
present study, mothers completed a behavioural rating scale. 
45 per cent of their sample was adjudged emotionally disturbed, 
as compared to the 38 per cent (Child Scale A), finding in 
the present study. While Werry and Cohrssen (1965) report 
that their sample was probably bi.ased towards including an ex-
cess of emotionally disturbed children. "Even so, the sample is 
probably a great deal more representative of enuretic children 
in general than that to which the average child psychiatrist 
is exposed" (Werry and Cohrssen, 1965, P-425)- This raises a 
possible question as to the validity of this comparison in view 
of the findings (Kolvin et al. 1972) that irrespective of 
treatment regime, more psychologically stable enuretic children 
respond better to treatment. However the diff$rences involved 
(38 per cent vs 45 per cent) appear to have been small, and, on 
\ 
\ 
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the other hand, the sample in the present study would appear 
to have been more emotionally disturbed than the sample of Kol-
vin et al. (1972), in which 27 per cent were rated by psych-
iatrists as being "markedly abnormal psychiatrically". 
All these studies which were selected for 
comparison purposes dealt with children of both sexes. This 
may be a confounding variable with regard to generalizability 
of findings of the present study, in view of research (Rutter 
et al- 1973) indicating a more marked behavioural disturbance 
in girls, and as mentioned in the previous paragraph, degree 
I 
of maladjustment would appear to affect outcome. However 
comparison with the Isle of Wight study (Rutter et al., 1973) 
in which the same rating scale was used as in the present 
~tudy (Child Scale A), indicates that the sample of enuretic 
boys in the present study were more psychiatrically disturbed 
(38 per cent) than either Isle of Wight enuretic boys or girls 
at ages 9/10 years (17.9 and 14.3 per cent respectively) and 
14 years (13.8 and 25 per cent respectively). With regard 
to differential gender response to treatment, girls would seem 
to respond significantly better than boys to both buzzer 
(Kolvin et al. 1973) and drug treatment (Agarwala and Heycock, 
1968; Lake, 1968). These findings would strengthen any 
demonstrable superiority of hypnotherapy over these methods 
of treatment. 
To sum up, with regard to the background 
variables of age, social class, psychopathology and sex, it 
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would appear that there were no serious obstacles preventing 
the authenticity of the three comparisons with other research. 
In addition, concerning possibly the most important variable 
affecting outcome, enuresis frequency was controlled by 
excluding various subjects from the treatment group in the 
present study in order to suit the vario~s pretreatment 
enuresis criteria used in each of the studies with which 
comparisons were made. As this resulted in smaller cells of 
unequal size (for the 2 x 4 analysis of variance design used 
in the present study) co~parisons were only made with the total 
hypnotherapy group. 
The results of the three comparisons and 
· Jnore specific interpretations of findings are presented in 
Tables 20 to 24 (pp l20ff). It was indicated that hypnotherapy 
was significantly more effective than the no treatment1 
(spontaneous remission) groups and brief psychotherapy groups 
(6 to 8 sessions and 12 sessions respectively) in the studies 
of Werry and Cohrssen (1965) and De Leon and Mandell (1966). 
Although no significant results accrued in 
the comparison with the research of Kolvin et al. (1972) it 
was indicated that hypnotherapy was clearly more effective 
l The no treatment group in the present study would appear 
to have been representative of general spontaneous 
remission. Both De Leon and Mandell (1966) and Werry and 
Cohrssen (1965) achieved spontaneous remission figures 
of 11.1 per cent in terms of their criterion of cure, and 
"cure" and "greatly improved" categories respectively. 
The comparable percentages of the no treatment condition 
in the present study as measured in terms of these 
categories are 16.7 and 8.3 per cent respectively. 
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than placebo, and while not having its initial effectiveness, 
hypnotherapy would appear to have been superior to imipramine 
in that no startling relapse occurred after treatment. 
No adequate further comparisons were able 
to be made with psychopharmacological treatment. While the 
predominantly double-blind cross over nature of these studies 
provides a within subjects control for the psychopharmaco-
logical agent being studied, it prevents comparisons being 
made with either the placebo or the drug being studied. For 
example, it would have been desirable to compare the results 
of the present research with the research of Shaffer et al. 
(1968), who similarly used an analysis of variance technique. 
This was not possible owing to the alternating order of 
administering placebo or imipramine (high or low dosage) over 
successive four week periods in their initial three month 
trial. Comparison with their follow-up studies, where the 
efficacy of imipramine, buzzer and record keeping were 
compared, was not warranted as the subjects involved were 
already "treatment sophisticated", having been involved in 
the initial three month trial. 
In general, in the three comparison studies, 
the buzzer would appear to have been more effective than· 
hypnotherapy, which would appear to have resembled jts supposed 
conditioning effect (Turner, 1973). However, significant 
differences in efficacy were only indicated in one of the 
three comparison studies, i.e. De Leon and Mandell's (1966) 
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study, where an 86.3 per cent cure was reported for the 
buzzer as opposed to the comparable 61.8 per cent cure in the 
case of hypnotherapy. This should not be viewed as any 
indictment against the efficacy of hypnotherapy, in view 
of the difference between the duration of the conditioning 
treatment (90 days/trials) in the study of De Leon and Mandell 
(1966), as opposed to the six sessions over six weeks in the 
present study, four of which sessions incorporated the tape 
recorded suggestions aimed at decreasing enuresis and malad-
justment. 
To conclude, the findings of this study have 
indicated that hypnotherapy is an effective short term 
therapeutic technique for the treatment of nocturnal enuresis. 
Comparisons with the results of other studies would seem to 
have indjcated the desirability of hypnotherapy as an effective 
clinical alternative to the more established psychopharma-
cological and conditioning treatment. 
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?. ·2 The Primary/Secondary Enuretic Distinction. 
In the present study, primary enuresis was 
defined as enuresis, persistant from birth, where the child 
had not obtained a dry period of one month in his individual 
history. The criterion for secondary enuresis was a period of 
continence of at least three months or at least three, one or 
two month dry periods. 
Ten of the twenty-four secondary enuretic 
boys had a history of having obtained a dry period of one 
year or more, a commonly accepted criterion of secondary 
enuresis (de Jonge, 1973). Thus it may be argued that there 
was an overlap between· the two types of enuretics in the 
present sample in terms of current definition, However, the 
essential difference between primary and secondary enuresis 
is surely that the latter 11 l'O'ilset" type occurred after a 
period of continence. To quote MacKeith (1973) :-
"The requisite length of the period of dryness is 
implied by the frequency of wetting selected for 
the definition of enuresis. If this was 'once a 
month' and the child has been dry for a month, 
then he does not have enuresis. It is therefore 
clear that after being dry for three months he 
starts bedwetting again his present enuresis is 
'onset' enuresis. Yet elsewhere in this book, 
secondary enuresis is defined as enuresis starting 
after a period of dryness lasting a year".(Bladder 
Control and Enuresis; Kolvin, MacKeith and Meadow, 
eds., 1973, p.l73). 
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Nocturnal 
reference 
The findings of previous researchers 
(Shaffer et al. 1968; Kolvin et al. 1972; Rutter et al.· 1973) 
indicating the psychiatric normality of the majority of 
enuretics was again evident in this study. On the one test, 
Child Scale A, that explicitly measures "psychiatric dis-
turbance" i.e. a score of 13 or more, 18 out of 48 subjects 
i.e. 38 per cent, fell into this category on the pretreatment 
measure. 
'. 
As this research did not include a non-
enuretic control group, it is not directly ascertainable 
whether this percentage (38 per cent), differs from the 
general population of boys in the Cape Peninsula. However, 
comparison with the Isle of Wight study (Rutter et al. 1973), 
(a) which used the same rating scale; 
(b) in which the percentage of enuretic boys.deviant at 
at 9/10 years and 14 years (27-4 and 27.6 per cent 
respectively) were significantly more "disturbed" than 
the percentages of boys dry at the corresponding ages 
(6.5 and 10.2 per cent respectively); . 
(c) and as the percentage of enuretics disturbed in the 
present sample, aged 8 to 12, was greater than the 
figures reported by Rutter et al (1973), 
it would seem probable that the present sample contained more 
children rated as being "psychiatrically disturbed" than in 
the general population. 
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With regard to the primary/secondary 
enuretic distinction, secondary enuretics were found to be 
I 
significantly more maladjusted on two of the four measures 
of maladjustment, neuroticism and anxiety as measured by the 
CPQ. While it should be pointed out that significant findings 
were thus only obtained on one of the three psychological tests 
used in the present study, it would appear that even an 
arbitrary minimum definition of secondary enuresis has some 
diagnostic value. 
Caution i.s needed in any generalization of 
findings with regard to the attribution of personality 
characteristics, and especially so in the present sample wi.th 
its small numbers. 
As opposed to the somewhat contradictory 
evidence of Oppel et al. (1968) who found that :-
(a) their "never dry" or primary category of enuretic children 
were significantly more emotionally sensitive, less 
ambitious, more withdrawn and more likely to suppress 
their feelings than their permanently dry counterparts; 
(b) their "relapsers" or secondary enuretic children were 
less anxious, less tense, more impulsive and had less 
I fear of failure than their "non relapsers"; this research tends to support the findings of Kelvin and 
Taunch (1973)- These researchers were able to show that 
secondary enuretics showed significantly more ''behavioural 
deviance" in ratings of being more soli.tary, fearful, and 
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obsessive than primary enuretics. However, as in the present 
study, they were not able to obtain satisfactory statistical 
confirmation on all measures. 
The Primary/Secondary Enuretic :Distinction and response to 
Hypnotherapy. 
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It was hypothesized that secondary enuretics 
would respond significantly better to hypnotherapy yet relapse 
significantly more than primary enuretics after treatment. 
These hypotheses were based on :-
(a) research indicating a psychogenic etiology for secondary 
enuresis (Hallgren, 1967; Paulett and Tuckman, 1958; 
Werry, 1967; Rutter et al~ 1973); 
(b) reports that secondary enuretics respond better than 
primary enuretics to treatment of a psychological nature 
(Shaffer et al., 1968; Novick, 1966) yet relapse more 
after treatment (Novick 1966). 
Novick's (1966) study deserves special 
mention. He used an analysis of variance technique in which 
he compared groups of 22 "persistant" and 23 "acquired" 
enuretics1 , with regard to the number of wet nights in 
successive 10-day periods taken to reach a cure criterion of 
fourteen consecutive dry days, after symptomatic "routine 
supportive" and conditioning treatment. Novick reports that 
' 
his acquired group of enuretics showed a more favourable 
response to routine supportive treatment alone, took fewer 
days to reach the cure criterion, wet less frequently prior 
1 Novick used a period of continence of 6 months for his 
definition of acquired enuretics. 
to reaching the cure criterion and at follow-up after cure 
were wetting more frequently. 
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A direct comparison with this study in order 
to assess differential responsiveness of primary and secondary 
enuretics to conditioning treatment and hypnotherapy respectively 
was not possible owing to :-
(a) the fact that Novick followed up each child tintil the 
cure criterion was reached, i.e. somewhat more than 6 
months in some cases, which was the length of the follow-
up in the present study; 
(b) significant pretreatment differences between the primary 
and secondary enuretics in the present study with regard 
to enuresis frequency. Novick reported no significant 
differences between his groups with regard to enuresis 
frequency degree of maladjustment and a variety.of back-
ground variables. This is somewhat surprising in view of 
the significant results he obtained in response to treat-
ment. With regard to pretreatment enuresis frequency he 
uses a base-line of only ten days however. The report 
contains no tabulated data with regard to background 
variables, so it is not possible to examine possible trends 
of his "acquired" enuretics being more maladjusted than 
the persistant group. 
In order to investigate the hypothesis that 
secondary enuretics would respond significantly better to 
hypnotherapy yet relapse significantly more after treatment, 
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the Z-score improvement ratios in six week intervals were used; 
which overcomes the problem of pre-existing differences 
between the groups with regard to enuresis frequency. 
While no significant findings accrued from 
the analysis of this data, the considerable differences between 
the primary and secondary enuretic groups at the six month follow 
up (the final 6 weekly Z-score measure), which falls just 
under the accepted 5 per cent level of significance, merits 
general confirmation that secondary enuretics relapsed more 
than primary enuretics (see Results, Section 4.42 for more 
specific interpretation). 
The percentage improvement data used for 
the comparison with the results of Kolvin et al. (1972) was 
investigated in order to demonstrate possible differential 
response by the enuretic group in terms of "cure". This data 
was used because the stringent pretreatment enuresis criterion 
used for the comparison overcomes the problem of significant 
pretreatment differences between the groups. Whjle this results 
in small numbers owing to the exclusion of certain subjects, 
this problem was overcome with the use of Fisher's exact 
probability test (Langley, 1968, p~292 ff). The percentage 
of secondary enuretics (70 per cent) achieving cure or near 
cure levels at two months was significantly greater than the 
percentage of primary enuretics (20 per cent). 
To conclude, the findings of the present 
study support current theory and research emphasizing the 
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importance of ~ distinction between primary and secondary 
types of enuretics with regard to personality characteristics 
znd therapeutic responsiveness (Kolvin and Taunch, 1973; Novick, 
1966; Shaffer et al. 1968; Kolvin et al. 1973)- Further the 
use of a minimum arbitrary primary/secondary enuretic dis-
tinctjon as used in the present study would appear to have 
both diagnostic and prognostic value. 
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5.3 The Trance Paradigm vs the Alternative Paradi~-
This research generally provided consistant 
support for the alternative paradigm in hypnosis research as 
advocated by Barber (1965, 1972). With regard to the hypnosis 
scales; "Tiiagnostic Ratings of Hypnotizability", the 
Children's Hypnotic Susceptibility Scale and on both measures 
of the Barber Suggestibility Scale, there was no significant 
difference on response to test suggestions between subjects 
administered a standard hypnotic induction and those given 
"task motivational instructions" in the waking state aimed at 
enhancing positive expectancies, attitudes and motivations. 
Similarly, with one exception, Barber's 
alternative paradigm received support in the clinical appli-
cation of his experimentation and theory. That is, with regard 
to changes in the dependent varjables, enuresis and malad-
justment, treatment condition W+ (task motivational in-
structions administered in the waking state aimed at enhancing 
expectancies etc., followed by the tape recorded suggestions) 
did not differ significantly from treatment condition H+ (a 
hypnotic induction followed by the tape recorded suggestions). 
The exception referred to was the occasion 
when treatment condjtions H+ and W+ differed significantly on 
the follow-up testing on neuroticism as measured by the 
Junior E.P.I. (Table 30, p 130, H+ vs W+ at T3, p ~ .05). It 
can be argued validly that the decrease in neuroticism which 
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~eemed to be associated with a hypnotic induction is due to 
the suggestions of relaxation etc. th~t heighten expectancies, 
attitudes and motivations rather than being produced by a 
qualitatively different hypnotic state. 
With its emphasis on scientific rigour of 
experimentation, and clear denotability of antecedent and 
dependent variables, the alternative paradigm in hypnosis 
research as advocated by Barber (1972) would seem a desirable 
framework for any future clinical outcome research in hypnosis. 
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6. CONCLUSION. 
For a brief non-technical outline of the 
aims, methods and findings of the present study, the reader 
is referred to the summary (p. 4 ). 
This research satisfied its main objective 
of providing a controlled clinical experimental study to assess 
the efficacy of hypnotherapy with nocturnal enuretics. Hypno-
therapy was operationally defined in three forms 
(a) A hypnotic induction followed by suggestions aimed at 
decreasing both-enuresis and maladjustment (treatment 
condition H+). These suggestions, which were standardized 
by me~ns of a tape recorder, were compiled in keepjng with 
current research and theory on enuresis (Kolvin, MacKeith 
and Meadow, 1973) and hypnotherapy (Hartland, 1971; 
Meyer and Tilker, 1969)- They were specifically geared 
towards the reinforcement of positive behavioural changes 
(Meyer and Tilker, 1969) and additionally focussed on 
maladjustment owing to consistant evidence for an 
association between enuresis and emotional disorder 
(Shaffer, 1973)-
(b) "Task motivational" instructions aimed at enhancing 
expectancies, attitudes and motivations given in the 
waking state followed by suggestions aimed at decreasing 
enuresis and maladjustment (treatment condition W+). This 
form of hypnotherapy constituted a direct application of 
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Barber's (1965, 1972) experimentation and theory in the 
clinical situation. In terms of the alternative paradigm 
in hypnosis research, hypnotic behaviour is not 
q_ualitatively different from hypnotic behaviour. Barber 
(1965) has been able to show that such 11 task motivational 
instruct'ions 11 aimed at enhancing expectancies etc. ad-
ministered in the waking state, had as significant an 
effectiveness on responsiveness to test suggestions as 
what is commonly known as a hypnotic induction, i.e. 
suggestions of eye heaviness, eye closure, relaxation, 
drowsiness, sleep and a uniq_ue state of deep trance. 
(c) The induction of hypnosis without any suggestions 
following it (treatment condition H). 
Hypnotherapy, as defined above, resulted in 
a significant improvement in enuresis as compared with :-
(a) pretreatment base-line enuresis freq_uency. 
(b) no treatment (control condition NT). 
The improvement in enuresis was significantly 
apparent over the treatment period and was maintained for six 
months after treatment. In addition hypnotherapy resulted in 
a significant decrea'se in maladjustment as measured on two 
of the three psychological tests (neuroticism as measured on 
both the Junior E.P.I. and CPQ). 
Reasons for the significant improvement in 
enuresis was adduced. This would appear to have been owing to 
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the tape recorded suggestions aimed at decreasing enuresis 
and maladjustment, when preceeded by the appropriate ante-
cedent conditions, the enhancement of positive expectancies, 
attitudes and motivations, coupled with thjnkjng ~ith and 
vividly imagining the suggestioYH3 e 'Further the one form of 
hypnotherapy, whjch explicitly in:Jorporated these antecedent 
.conditions (treatment condition W+) was significantly more 
effective than no treatment over the six month follow-up 
period. 
Two subsidiary aims of the present study 
were to provide further research and ~larification on the 
primary/secondary em.:tretic distinction (Kolvin and Taunch, 
1973) and the issue of whether hypnosis is a special state 
or trance as advocated by the traditional trance paradigm 
or not (Barber, 1972). 
While satisfactory statjstical confirmatjo~ 
for the attribution of personality characteristics was not 
obtained on all measures of maladjustment, the present study 
indicated that secondary enuretics were more maladjusted than 
primary enureticsa Secondary enuretiJs responded signjficantly 
better to hypnotherapy in terms of "cure" yet relapsed more 
after treatment than ~rimary enuretics. These findings should 
obviously be treated with caution owing to the small numbers 
involvede However, they tend to support current theory and 
research indicatjng that· primary and secondary enuretics 
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differ with regard to personality characteristics an~ 
therapeutic responsiveness (Kolvin and Taunch, 1973; Kolvin et 
al. 1973; Shaffer et al. 1968; Novick, 1966). 
Barber's (1965, 1970, 1972) alternative 
paradigm of hypnosis views hypnotic behaviour as not being 
fundamentally or qualitatively different from waking behaviour. 
The present study provided sui)port for th:is paradigm in that 
there were no significant differences on responsiveness to test 
suggestions, as measured on three hypnosis scales, between 
subjects administered the traditional induction of a hypnotic 
state (eye closure, relaxation, etc.) and those adminjstered 
task mot:ivational instructions in the waking state aimed at 
enhancing, expectancies, attitudes and motivation. 
With its emphasis on scientific rigour of 
experimentation, and clear denotability of antecedent and 
dependent variables, the alternative paradigm of hypnosis as 
advocated by Barber (1970) would seem a desirable framework 
for any future clinical outcome research in hypnosis. 
In order to generalize the findings of the 
present study, comparisons were made with a number of other 
studies (Werry and Cohrssen, 1965; De Leon an~ Man1ell, 1966; 
Kolvin et al. 1972) dealing with other methods of treatment 
and the calculation of outcome in terms of "cure". Hypno-
therapy was found to oe sign:ificantly more effective than 
brief psychotherapy. It would appear to have been superior 
I 
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to imipramine, the most common psychopharmacological agent 
used (Blackwell and Currah, 1973), in that while not being 
as initially effective, there was no startling relapse 
phenomenon ~fter treatment. In general, hypnJtherapy would 
appear to have resembled the supposed conditioning effect 
~(Turner, 1973) of the buzzer, although cure and. improvement 
rates were not as high. 
In view of this comparable efficacy with 
the more established psychopharmacological and conditionjng 
methods of treatment, it was indicated that hypnotherapy 
would appear a desirable, short term alternative method of 
treatment for nocturnal enuresis. 
-( 
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CORRESPONDENCE SHOULD BE ADDRESSED 
TO THE SECRETARY CHILD GUIDANCE CLINIC 
(UNIVERSITY OF CAPE TOWNl 
190 
PHONE 6-2692 CHAPEL ROAD (Bus Stop 28) 
Telephone: 6-2692. ROSEBANK 
--····-- -· -· .... 2.~t:.l1.1\.P:ri.J: L ...... 19.7.~.~ 
TREATMENT FOR BED\.JETTERS. 
Dear Parent, 
We have vacancies at the moment in a research programme, 
the aim of which is to treat enuretic boys (boys who wet their 
beds). If your son(s) is over the age of eight and rN"ets his 
bed often enough to cause distress to both you and to him, 
and you would like treatment, please contact the Rosebank 
Child Guidance Clinic, as soon as possible as only a limited 
number of children can be treated. 
Appointments should preferably be made by telephone. 
If this is impossible, correspondence should be addressed to: 
The Secretary, 
Rosebank Child Guidance Clinic, 
Rosebank. 
Yours 
Dr. H.I.J. van der Spuy. 
Director: C~ild Guidance Clinic. 
UNIVERSITY OF CAPE TOWN CHILD GUIDANCE CLINIC: 
Interview with: Date: 
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INITIAL INTERVIEW. 
Ref. by: 
School report: Reason given child: 
Name: Birth: Age: Problem: 
Siblings: 
Household and residence: 
Nature, history of problem and method of handling: 
Developmental history: 
School career and status, work and behaviour: 
Out of school interests and activities: 
~. 
'I 
Child's interpersonal relationships (adults and children): 
Parent's opinion of developmental level, and expectations: 
Home discipline: 
Routine (daily and weekly): 
Summing up: 
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.50CIAI, CLASS 
Rate according to father's profession. If retired, rate according to what 
employment used t8 be~ If widowed or divorced rate according to what father 
used to do. 
CLASS 1: 
CLASS 11: 
CLASS 111: 
CLASS 1V: 
~!. CLASS V: 
CLASS V1: 
Trrditio~al aristocracy, millionaires,cabinet ministers, 
chancellors and principals of Universities, managing directors 
or c!·i.airmen of "boards of nation wide or international companies. 
Professionals, salaried executives, owners of large firms, 
operators of mode~ate sized enterprizes, students of universities 
and collegns 1 prosperous farmers and landowners. 
Small businessmen, small farmers, clerical workers, white-collar 
workers. semi-professionalso 
Skilled workers, qualified tradesmen~ apprecentices. 
sc~i-skille~ workers. 
Unr>ki.lled t>rodc~rs, permanently unemployed, poor whi tea. 
l 
CORRESPONDENCE SHOULD BE AOOAESSED 
TO THE SECRETARY 
PHONE 6-2592 
194 
CHILD GUIDANCE CLINIC 
!LIN!vF.RSii Y ()f. CAPE TOW!IIi 
CHAPEl ROAD (Bus Stop 28) 
ROSEBANK 
(lVJ i!lt:; to l~ ~ ;'~ c· ~~~ t 1 .. e ;-~1 ~ l :::r 1 ~:- r :~:e :.r'.l~'r1 :) ~-~ r ( Si.':! ··n:~ .tl t :v- t"t;r .:>) of 
-~Joys ir.:.,,o:·r~vod in rn:.~ (~:::.u.resis t~ .. ~EL·3.tmei'.t;. r(~se;·lr(~l:, :it 'is onJ.y fJOosi'blt;· for 
D.e to a".:Coillt:'!oCL.3.t·2: li.F~.lf t..._.J.is nl.J.::!·J-~·~1~ i~.1 treat:·:1e~11: v.ntil. tl1e n11d of t~J.iS yeal:'. 
(Only eicht~e~ boys can be seen per week anf each tra~t~ent caurse lasts 
six weeks.) ?~r0ly by chance, ~8 ~lraad; confirned by tele?hone, 
is one o~ the thirt~·-si~ ~oys to wtom tr0atment can be 
offe-red, st ~· :;: ;_ ~--: l.1.~j:;·: fro:-rl the ·r:le ;~7: i t..L1il1C ::, -~ n~ ... :~:" i~ .~{~>a r. 
-;~)' ,;:r.-d:~r to kef:'r.' in ec.nt:_•r;t \vi·~h {;ot!'J. ~.rou A..nc1. your son, 
it would be apprec5.~:eC il ~ou covld let me ~3vc the record of the number 
of <2 nicht:~ he >1r'.c. ~l<~d r>:i.nce J,)l;r ~'-3~, LS?:'., A ;;;pn.:r·(~ caler..cJa:r is enclosed. 
Fl·aase t::.·ans.fer :rour ,:;·:. d calendar ~1a.r1:inc cu to tht'! r.ew or:e provided, continue 
recordin~ on the old on2 an~ mail the new ans tz> ~~ at the C~ild Guidance 
Clinic as soon as possible. 
Besides beins essential for the ~esearch, this calendar 
r~1nrkin::-: i;: both helpful and tilerap(~u•:L~, i;} itseli'. for :t·our son. If you 
have not been doins so olready, it is suK~~stsd that you 2ither kee~ the 
calendar totether, or that your son l•as hie o~~ calendar as well. In orde• 
to follow your son's proe:resr.; and to keep in contn·::t 'v.rith you, I \·Jill be 
sending you a new calendar every month or co. 
In addit:io~'l, I iJO•--ld. Gl~··"'~:•Jst -d'.a.t ln t'le meanwhile you 
reward your son strongly, iZ / whenever he is tiry. especiaily by showing your. 
happinc,s;,;; at his .::mcce.ss, -;~_:n<l ch,;·r:·,: u=j ;,;it;, ;,:i.'~' ·::-n 1 :J:..~ aJ.l important routines 
of never drinking and ~lwa:s ~~inz to the ~oi:et be~0re he eoes to bed. 
. -
;3l .. <;.C e :~·· ·~-- l.. :~t " 
·--r~ .. ,.,t-· 
/ .:- . '-· . :.~; C·£ -:~. 
..,-·' 6 
;~--· ~~·'"·~ ....... t.i ... ~...;._~.,·s; 
J 
APPENDIX B - Raw Data Tables. 
Index. 
2. 
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6. 
7. 
8. 
9. 
Enuresis records in mean number of dry nights 
per week per 6 week interval. 
Enuresis records in dry nights - Z-scores for 
weekly intervals. 
Enuresis records in dry nights - Z-scores for 
six week intervals. 
The Junior E.P.I., Neuroticism, Extraversion 
and Lie Scale scores. 
The "CPQ", .first and second order factor 
scores. 
Child Scale A, individual scores. 
Hypnosis tests, individual scores. 
Ages. 
Social Cla,ss. 
Page. 
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198 
199 
200 
203 
204 
205 
206 
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I 
TABLE 52. 
--;_ 
Enuresis Records : Mean Nu.mber 
Of Dry Nighti Per Week. 
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Key : EO refers to pre treatment base line enuresis frequency 
which ranged from 11 to 21 weeks. 
El-E5 refer to 6 week intervals after (anrt including) the 
init~al treatment sessiono 
, 
PE: EO El E2 E3 E4 E5 SE: EO El E2 E3 E4 
H+ Sl 5o2 5.7 6oO 6o3 5.7 4.8 ! 6.2 6.8 6.8 6.5 6.0 
S2 Oo9 1.7 0.7 2.5 3.2 2.8 ! 5.8 6.7 6.8 7.0 6.7 . 
S3 Oo7 3.5 1.8 2o2 3.8 1.7 1.1 4o5 4.5 2.8 3.0 
S4 
I 
0 ~3. 0 4o0 4.0 3o2 4.7 4.9 ·5.0 5.5 5.7 6.0 
S5 1.8 3.2 3.8 4.0 4.5 3.0 3.2 6.7 7.0 7.0 6.0 
S6 I 2.3 4.0 5.7 5.5 4.7 4.0 0 2.3 4.2 4.5 5.0 
i 
i 
·---~--------- -------
W+ Sl ' 2.0 5.0 6.3 6.5 6.8 i 6.7 . 2.2 4.2 5.3 6.0 5.2 
-S2 0.8 2.3 2.0 3.7 3.7 5.5 . 5.0 5.3 6.5 6~2 3.2 
S3 2.4 5.3 6.3 5.5 4.7 4.0 lo3 s.o 6.2 5.2 5.5 
S4 1.1 5.0 3.2 1.8 4.7 4.7 6.7 7.0 7.0 6.8 6.8 
S5 0 4.7 5.5 5.8 5.3 6.8 2.0 4.8 6.2 6.5 2.8 
S6 i 0 1.7 0.2 0 0 0 1.0 2.8 1.0 3.2 1.5 ! ! 
i , 
, 
-- - ---~---- -
: : 
H Sl i 5.4 4.5 5.0 7.0 5o8 6.2 ' 3.6 6.7 7.0 7.0 7.0 ' 
S2 i 1.3 3e0 1.3 4.2 5.3 6.3 , 6.2 6.2 7.0 7.0 7.0 ' 
S3 I 0 0.5 0 1.5 3.2 0 i 6.5 6.8 7.0 7.0 7.0 I 
S4 ' 1.3 :2.3 2.7 2.7 3.2 2o5 2.9 5.8 6.2 6.8 7.0 
' ! S5 : 4.5 7.0 7.0 6.8 6.7 6.8 5.2 5.5 5.8 5.8 6.7 , 
S6 t Oo9 1.7 lo2 1.5 1.0 2.0 I 6.7 6.8 6.8 7.0 6.8 ' i ' 
' 
I 
I ~ . -!------ --··· -- --------------· 
: I NT Sl I 0.9 3.7 2.8 2.3 3.8 3.0 I 1.5 1.7 1.5 1.7 2.0 
S2 , 4.9 4o5 4.5 5.0 3o8 6.0 I 4.8 4.2 2o5 4.0 2.7 S3 ; 1o7 2.7 2o3 2.7 0.5 1.8 1.5 1.2 1.0 1.2 0.8 
S4 I 0.5 0 1.5 0.5 0.8 0.7 I 6.5 5.3 5.3 5.7 5.5 
S5 0 0 ('· 0 0 0 I 0.9 1.7 4.7 3-3 3.2 v_ I S6 0 0 0.7 o., 2 1.0 0.2 1.6 1.5 2.2 2.7 3.7 I 
E5 
5.8 
5.7 
3.3 
5.3 
5.5 
4.8 
6.0 
6.3 
5.0 
6.5 
2.7 
1.3 
6.8 
7.0 
7.0 
3.0 
6.3 
6.8 
1.7 
3.0 
2.5 
5.8 ' 
5.5 
4.0 
Key 
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TABLE 55. 
The Junior E.P.I. 
Pre Treatment Post Treatment and Follo# Up Testing 
(Tl, T2, T3) on Neuroticism (N), Extraversion (E), 
Lie Scale (L). 
PE: Tl T2 T3 SE 'r1 T2 T3 
N. E. L. No E. L. N. E. Lo No Eo 1. N. Eo L. N. Eo Lo 
--------.---------.-------,.----------------r------1 
H+ Sl 8 15 3 9 17 2 
S2 6 19 7 4 20 5 
S3 13 21 1 11 22 1 
S4 10 18 3 5 16 10 
S5 16 21 1 18 20 2 
S6 8 17 7 11 14 5 
7 15 3 
2 19 6 
4 20 2 
0 20 8 
16-21 3 
4 18 10 
12 16 6 16 19 3 4 21 1 
18 16 3 15 15 2 10 19 1 
13 15 8 10 16 4 10 17 8 
10 18 7 9 18 11 10 14 10 
16 15 5 9 13 5 9 10 6 
10 10 4 2 10 11 0 9 4 
-----+----+-------- r----·--··------··· -- . -----i 
W+ S1 12 13 
S2 7 19 
S3 17 18 
S4 11 22 
S5 19 17 
S6 10 20 
2 9 12 1 10 13 2 
5 12 14 3 12 15 3 
2 20 20 2 19 15 0 
5 10 15 5 8 10 6 
4 17 12 5 20 18 6 
4 9 17 2 10 17 3 
15 10 3 19 12 4 
12 16 9 17 16 8 
4 18 3 6 22 5 
13 14 4 15 11 6 
20 18 1 10 21 2 
17 18 3 17 14 3 
10 17 2 
22 15 6 
3 19 6 
16 10 4 
22 18 6 
18 19 5 
1------------+-------1--·-·------ --···--·-··-------- -····-1-·--··------t----1 
H Sl 9 12 4 
S2 14 21 6 
S3 12 17 10 
S4 9 16 2 
S5 18 16 1 
S6 8 15 6 
6 10 4 6 9 4 
9 21 7 14 13 8 
5 13 9 3 13 6 
4 16 3 I 7 20 4 
9 16 3 7 20 2 
21 10 4 10 13 6 
5 22 3 
20 13 2 
15 13 3 
7 13 6 
14 13 2 
4 9 10 
5 19 1 4 15 1 
17 16 4 18 11 2 
4 14 5 4 15 4 
15 12 6 10 11 10 
14 19 6 13 10 6 
2 8 10 3 7 6 
1---- ---··- --·------11------+-------+-----+-------{ 
NT S1 3 20 6 0 24 4 
S2 20 19 0 17 21 2 
l S3 13 13 0 13 18 2 S4 14 9 6 11 19 2 ~~ 1 n§ ] _________ -~~-i~ --~ 
8 18 5 
15 21 5 
8 11 6 
14 16 2 
18 11 5 
19 18 1 
14 17 
21 16 
10 11 
21 19 
11 11 
11 17 
3 
5 
7 
1 
3 
6 
\ 
. --·····-----1--------'---------1 
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TABLE B4· 
Enuresis Records, in Dry Nights Z-Scores, for 
six week intervals. 
Key El-E5 refer to 6 week intervals after (and including) 
the initial treatment session • 
... ... - ····----·-··-·-·--···--- ··--·------·------------------
PE: El E2 E3 E4 E5 SE: El E2 E3 E4 
---·· ------·- ··-··------------------- ·- ·····------ ··- -····--- ... -···· ··r- ---·· -·-- ----------··----··- ---- .... --·--------------------------
H+ Sl .44 .70 .96 .44 -.44 I .66 .66 .32 -.24 
S2 .74 -.23 1.52 2.19 1.81 1 .85 .94 1.13 .85 S3 2.34 .94 1.27 2.58 .86 I 2.10 2.10 1.06 1.18 
S4 3.00 4.00 4.00 3.17 4.67 I .15 .69 .91 1.24 
S5 1.07 1.51 1.66 2.03 .92 I 2.06 2.24 2.24 1.65 
W+ :: 1~:: ~::: --~-::~::~:-:::J--:~: :::: :::: :::~ 
S2 1.15 .93 2.22 2.22 3.59 I .15 .76 ~61 -.92 
S3 3.06 4.13 3.28 2.42 1.68 I 3.56 4.73 3.76 4.05 
S4 3.22 1.74 .60 2.97 2.97 I .52 .52 .19 .19 
S5 4.67 5.50 5.83 5.33 6.83 1.86 2.73 2.91 .62 
S6 1. 67----~·-~-~------------~------~----~-1 __ ~- ~:_1'7 0 l. 43 • 32 
i 
H Sl -.90 -.39 1.66 .43 .84 I 1.24 1.36 
S2 1.73 .01 2.95 4.07 5.08 -.02 .62 
S3 .50 0 1.50 3.20 0 I .42 .73 
S4 .75 1.03 1.03 1.39 .89 4.13 4.70 I S5 1.24 ·1.24 1.14 1.10 1.14 .26 .49 
S6 .79 .28 .59 .08 1.09 .22 .22 
NT Sl 2.91 
S2 -.18 
S3 • 63 
S4 -.74 
S5 0 
S6 0 
1.97 
-.18 
o39 
1.48 
0 
.67 
1.44 
.07 
.63 
0 
0 
.17 
3.02 
-.54 
-.71 
-44 
0 
1.00 
2.18 
.59 
.08 
.30 
0 
.17 
.37 
-.53 
-.22 
-1.52 
.99 
-.11 
.19 
-2.03 
-.36 
-1.52 
4.58 
.48 
1.36 
.62 
.73 
5.55 
.49 
.54 
.37 
-.70 
-.22 
-1.03 
2.91 
.91 
1.36 
.62 
.73 
5.84 
1.18 
.22 
.64 
-1.85 
-.51 
-1.27 
2.79 
1.75 
E5 
-.46 
-.06 
1.37 
.47 
1.35 
4.83 
2. 79 
.66 
3.56 
-.31 
.56 
.19 
1.28 
.62 
.73 
.13 
.88 
.22 
.37 
-1.59 
.71 
-.91 
5-54 
2.00 
I 
i 
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TABLE 53-
Enuresis Records in Dry Nights; Z-scores for weekly intervals. 
Key: M refers to mean, S refers to standard deviation; 
E,l-E6 refer to weekly intervals after and including 
the initial treatment session. 
--·--- - - ·-· 
PE:El E2 E3 E4 E5 E6 SE:El E2 E3 E4 
Ht Sl 
-1-9 -7 -7 -7 -7 1.6 - . 2 -9 -9 -9 
S2 
- -9 .1 3 1-1 2 - -9 1-2 1.2 1-2 .2 
S3 1-9 1-9 1-9 2-7 2.7 2-7 1.8 2-4 1-2 2-4 
S4 2 1 2 4 2 7 -2-1 .1 1.2 
S5 1.6 1.5 1.6 - .6 1.6 1.6 1.6 2-2 2.2 1.6 
S6 
-
. 2 1-4 .4 
-9 1.4 1-4 3 3 2 1 
-
W+ Sl 2-3 l-2 .6 1-2 2e3 2-9 1.3 1-3 2-8 1-3 
S2 1-7 3-2 1-7 - .6 1-7 - . 6 -5 • 5 -1 0 
S3 2o8 2.8 1-7 4-9 1-7 4~9 2.6 -1-3 3-6 5-5 
S4 4 3-2 3-2 4 1-6 3-2 . 5 .5 . 5 . 5 
S5 5 3 6 5 6 3 0 1-9 . 6 2.5 
S6 0 0 4 0 0 6 - . 6 - . 6 0 2.6 
I 
I 
~
H Sl . 6 1.6 
-1-4 -1-4 -4-5 - . 4 j 1-4 1 1-4 1 
S2 87 1-7 2-7 4o8 . 7 - -3 - . 2 . 6 - . 2 • 6 
S3 0 0 1 1 1 0 i .8 .8 .8 .8 
! 
S4 1-9 1-2 • 5 . 5 - . 2 • 5 3 3 5-9 4-4 
S5 1.2 1-2 1-2 1-2 1~2 1.2 1-4 1-4 - . 2 - . 2 
S6 .1 .1 ~1 1.1 2.1 1-1 i 
-5 • 5 -1.1 . 5 
I 
I 
~ 
NT Sl 1-2 1.2 4-3 3-2 4-3 3-2 2.2 - o4 - -4 - .4 
S2 .1 
-1-5 . 6 .1 -1 - . 5 .2 1-1 .2 -1.6 
E5 
-9 
.2 
2-4 
1-2 
2.2 
2 
-
.1 
-5 
5-5 
. 5 
2-5 
2.6 
1-4 
-1.8 
.8 
3 
- -9 
• 5 
-1-3 
-
.7 
S3 2 1-4 .2 . 2 0 2 - .4 - o4 - .4 - -4 - . 4 - -4 
S4 
-
o7 
- -7 - -7 - -7 - . 7 - . 7 - . 6 -1.8 -4.3 0 6 - . 6 
0 0 0 0 0 0 0 lo3 lo3 -1o1 .1 -1.1 
S6 0 0 0 0 0 0 1.2 .3 2 -1-3 -1.3 
------------- ------·-----------
I E6 
-9 I I 1.2 I 2-4 
1.2 
2-2 
3 
2.1 
• 5 
5-5 
-5 
3-1 
3-1 
1-4 
.6 
.8 
5-9 
-
-2 
. 5 
.4 
-2.5 
-
.4 
-1.8 
4-9 
-1-3 
TABLE 56. 
The "CPQ" Pre Treatment. 
Key : AII and NII refer to second order factors Anxiety and Neuroticism. 
A,B,C,D,E,F,G,H,I,J,N,O.Q3,Q4, refer to first order factors. 
PE: A B c D E F G H I J N 0 Q3 Q4 AII NII SE: A B c D E F G H I 
H+ Sl 5 7 6 8 3 3 4 4 9 8 4 6 6 9 6.8 7.6 5 4 6 6 4 2 5 2 8 
S2 5 10 9 4 4 6 7 10 3 1 4 1 7 4 2.9 3.1 2 7 3 9 4 2 5 2 7 
S3 I'" 6 6 5 7' 6 3 6 6 5 6 5 5 5 5.2 5.0 8 1 6 5 5 6 5 7 5 0 
S4 4 6 5 3 5 5 4 7 4 1 7 3 4 3 4.2 4.2 7 5 6 3 4 8 6 5 6 
S5 3 7 8 6 6 8 6 1 5 4 6 7 3 9 7.3 5.9 7 2 5 7 6 3 5 5 10 
S6 8 5 7 3 4 4 8 6 6 5 4 5 6 2 3.9 5.0 4 2 3 4 5 4 4 5 6 
f-.-----·- ..... '·-- ·--- --------·---··-·-··-----.. ·---------------·---·--------· 
IW+ S1 6 6 4 4 2 3 6 5 6 4 7 6 8 6 5.1 6.5 1 8 4 8 5 3 3 1 7 
S2 4 9 6 7 5 5 6 4 7 6 7 6 6 '7 6.2 6.4 3 4 6 4 4 4 6 5 7 
S3 3 3 5 9 6 6 6 2 4 9 5 7 2 .g 8.1 6.7 5 6 4 7 9 5 3 6 7 
S4 5 2 6 6 5 5 8 6 7 6 8 6 5 7 6.0 6.0 5 4 7 10 9 8 3 4 5 
i S5 5 4 6 6 5 4 4 4 6 5 4 5 5 7 6.0 6.1 4 6 7 6 9 6 6 5 6 
S6 6 4 6 7 7 6 7 5 7 8 7 5 5 6 5.9 5.7 6 4 2 6 5 2 6 6 7 
~~------·-···-·-·-----·-··-------·-·-- _________ .. ·--------
,H S1 5 9 6 5 5 6 3 5 3 6 5 7 1 8 7.1 5.7 7 9 7 6 8 6 2 8 5 
S2 9 6 8 4 3 5 9 7 7 2 4 3 10 3 2.9 4.6 5 10 4 9 1 5 6 2 7 
S3 6 3 9 4 4 2 5 4 9 4 4 5 10 3 3.5 5.8 3 9 6 7 6 5 6 7 9 
S4 5 10 7 5 6 8 8 6 6 4 5 4 8 5 4.3 4.5 7 2 5 5 4 3 4 5 8 
S5 3 10 6 7 7 6 3 5 4 5 8 5 2 9 7.1 5.5 5 1 6 6 4 4 3 4 6 
S6 ? 3 2 7 5 4 8 4 6 10 5 7 4 6 7.0 7.2 5 4 4 3 1 4 10 4 9 
NT S1 10 8 7 1 5 5 8 10 7 1 3 3 9 1 1.9 3.5 4 7 4 5 2 3 7 6 8 
S2 6 5 6 8 8 8 4 6 4 6 7 3 6 7 5.6 4.6 5 9 3 7 2 1 6 3 8 
S3 5 6 6 7 7 8 6 9 3 4 8 5 7 4 4.7 3.9 7 3 5 7 3 7 6 5 6 
S4 5 3 5 6 5 2 6 5 6 8 5 7 5 6 6.2 6.7 4 7 3 7 8 6 6 5 3 
S5 5 2 5 6 5 4 6 6 9 6 6 6 6 5 5.5 6.3 6 6 6 9 7 5 1 4 5 
S6 8 6 8 4 7 4 4 9 5 3 5 4 6 3 3.7 3o9 5 3 5 7 4 6 3 5 5 
-· -
J N 
6 5 
8 10 
5 6 
5 4 
8 8 
6 6 
8 8 
4 3 
7 8 
9 7 
4 . 5 
8 6 
6 9 
4 6 
3 5 
7 4 
5 7 
9 8 
6 6 
9 5 
4 7 
7 6 
7 7 
7 5 
0 Q3 Q4 AII NII 
8 6 6 6.4 7.3 
9 2 7 8.5 8.2 
4 7 7 4.9 5.1 
3 8 2 3.3 4.5 
5 5 5 5.8 6.6 
9 3 5 6.6 6.5 
.g 4 7 7.7 7.7 
5 7 5 4.7 5.8 
5 3 8 6.8 5.9 
4 3 9 7.3 5.5 
4 8 9 5.4 5.1 
7 5 5 6.2 7.0 
4 5 6 5.1 4.5 
7 6 6 7.2 7.4 
4 6 5 5.1 5.4 
5 5 2 4.8 6.0 
6 4 7 6.4 6.4 
7 5 5 5.6 7.3 
6 7 5 5.2 6.7 
8 7 8 7.0 .3.5 
9 4 7 7.2 6.5 1 I 
7 4 7 7.0 5.8 
6 4 7 7.0 6.1' 
8 5 7 6.8 6.4 
1'\) 
0 
0 
PE: A B c D E 
I+ S1 3 8 5 7 2 
·s2 6 7 9 4 5 
S3 8 5 6 4 7 
S4 3 4 5 3 6 
S5 6 8 5 10 9 
S6 6 6 6 3 5 
N+ S1 6 6 7 4 4 
S2 3 9 6 8 5 
S3 3 3 1 7 5 
S4 4 3 3 7 5 
S5 3 5 6 7 5 
S6 6 4 8 9 6 
H S1 6 7 4 6 3 
S2 5 6 5 4 4 
S3 5 4 7 3 7 
S4 6 9 7 3 5 
S5 5 10 5 6 5 
S6 5 3 3 6 5 
.TABLE 5t/. 
The "CPQ" Post •.rreatment. 
Key : AII and NII refer to second order factors Anxiety and Neuroticism. 
A,B,C,D,E,F,G,H,I,J,N,O,Q3,Q4, refer to first order factors. 
F G H I J N 0 Q3 Q4 AII NII SE: A B c D E F G H I J N 
3 7 6 8 8 6 5 6 7 5.9 7.0 6 6 5 4 5 3 6 4 8 5 6 
8 5 10 3 1 6 1 5 4 3.3 2.7 4 6 6 8 6 3 5 1 4 6 9 
4 3 8 6 5 3 6 7 4 4o4 4.9 3 2 5 10 4 3 6 7 6 6 7 
6 6 3 4 2 7 2 5 4 3.9 3.9 8 4 8 4 6 4 9 9 5 4 5 
7. 6 3 6 3 6 7 3 8 8.0 6.0 3 2 5 6 5 8 3 5 6 6 6 
6 7 6 4 5 6 4 5 3 4.2 4.5 6 4 7 4 6 6 8 9 3 4 4 
6 5 5 5 3 5 4 7 6 4c6 5c0 3 9 5 9 5 5 3 1 7 8 8 
6 7 4 8 6 •7 6 6 8 6o2 6.6 5 5 6 3 2 6 7 5 6 6 5 
5 2 4 9 9 6 8 5 5 6.9 7.5 5 5 5 5 5 8 5 7 7 7 8 
4 1 6 7 4 8 8 4 7 7.1 6.7 4 6 5 4 5 7 4 5 7 7 5 
3 3 4 10 6 7 5 4 8 6.6 7.0 3 5 5 5 8 10 5 6 5 4 8 
7 7 5 6 7 8 4 5 7 6.1 5.4 4 4 5 5 8 6 5 3 7 9 6 
4 3 5 3 7 7 5 3 8 6.7 6.4 6 8 7 4 7 8 1 7 4 6 7 
5 6 6 4 1 5 6 6 5 5.1 5.2 3 10 3 9 4 5 5 5 8 4 5 
3 5 7 7 7 4 5 7 4 4.0 5.1 4 8 9 5 5 5 7 6 9 1 4 
6 8 6 5 4 5 2 7 3 3.3 4.1 3 2 6 8 7 3 5 7 9 7 6 
6 4 5 4 5 8 3 5 7 5.6 5o3 5 4 4 7 5 6 2 3 4 6 7 
5 5 5 5 8 8 9 4 7 7o2 6.8 4 4 5 3 4 4 7 8 9 7 6 
~-··---~-
0 Q3 Q4 AII NII 
5 5 
6 5 
5 5 
3 8 
9 4 
3 8 
6 2 
6 6 
6 3 
5 5 
6 4 
7 5 
5 2 
9 4 
4 8 
8 5 
6 3 
6 7 
6 5.5 6.3 
5 6.5 6o3 
9 7.2 6.7 
4 3.3 4.1 
5 6.6 5.9 
1 2 .. 8 3.9 
7 7.8 7.2 
3 4.5 5.6 
3 5.4 5.1 
5 5.2 5.6 
6 5.9 4.5 
7 6o4 6.3 
8 6.0 4.6 
5 7.4 7.0 
4 3.9 4.8 
5 6.3 6.4 
7 6.8 6.2 
4 4.5 5.9 
I\) 
0 
1--' 
-0 
Key 
PE: A B c D E F 
H+ S1 3 8 6 7 6 3 
S2 5 8 9 3 6 6 
S3 9 5 3 5 7 7 
S4 3 6 6 5 7 6 
S5 5 5 6 7 5 6 
S6 10 5 6 4 7 4 
W+ S1 9 8 7 4 7 6 
S2 7 7 6 7 5 4 
S3 1 5 3 10 7 6 
S4 6 3 5 5 6 4 
S5 6 5 7 6 5 5 
S6 6 4 8 9 6 7 
H S1 8 7 6 6 4 5 
S2 5 6 6 2 2 3 
S3 5 5 6 3 6 4 
S4 6 10 7 7 6 8 
S5 5 9 J 6 6 7 
S6 8 5 5 4 3 5 
NT S1 10 7 10 2 7 6 
S2 6 6 7 8 7 5 
S3 8 9 7 6 10 5 
S4 5 2 4 7 1 6 
S5 5 3 3 3 1 2 
S6 10 5 9 2 6 8 
TABLE 58. 
The "CPQ" Follow-Up 
AII and NII refer to second order factors Anxiety and Neuroticism. 
A,B,C,D,E,F,G,H,I,J,N,O,Q3,Q4, refer to first order factors. 
G H I J N 0 Q3 Q4 AII NII SE: A B c D E F G H I J N 
---~ -· ... --· ·-
5 3 7 8 5 4 7 9 5.9 6.8 6 7 8 7 7 3 6 5 9 4 6 
6 8 5 1 5 1 6 4 3.1 3.3 5 7 3 7 6 3 5 6 3 4 9 
3 6 3 4 5 4 7 5 4.9 4o7 5 3 6 5 4 4 4 5 7 6 6 
3 9 2 3 7 5 6 5 4o7 3.9 6 5 7 3 5 4 7 7 5 4 6 
. 5 3 6 3 4 5 5 4 5.7 5.5 3 3 6 6 7 6 5 6 5 6 8 
8 9 6 3 3 4 8 1 3.1 4.0 3 4 7 4 5 4 9 7 9 4 5 
6 7 5 4 7' 4 5 5 4.6 4.3 4 9 4 6 7 6 5 3 7 6 9 
5 4 7 7 5 5 6 6 5.8 6.3 6 8 8 6 6 6 5 4 7 6 8 
4 3 5 8 7 7 4 9 8.2 7.0 5 4 5 7 8 6 6 5 5 6 7 
3 7 8 7 7 7 5 6 5.8 6.2 5 7 3 10 7 7 2 4 6 5 9 
2 4 6 5 4 4 5 3 4.9 5.2 4 6 6 6 5 5 3 5 5 8 6 
7 5 6 7 8 4 5 7 6o1 5.4 4 5 2 6 5 5 2 4 7 5 7 
3 6 4 5 7 3 1 8 6o4 5o4 7 7 6 5 7 8 1 6 2 5 10 
8 6 7 2 6 6 7 3 4.0 5.6 3 10 3 8 4 5 6 2 10 6 6 
5 8 4 6 6 4 8 4 3.6 4.5 4 8 8 3 6 5 8 8 8 2 4 
6 6 4 3 5 3 8 5 4.5 4.2 6 3 4 4 4 5 5 7 8 5 7 
3 7 5 6 8 5 4 5 5.6 5.0 5 4 4 7 5 6 2 3 4 6 7 
4 6 7 7 7 4 5 7 5.3 6.1 4 4 3 3 5 4 6 7 10 9 6 
7 10 6 1 4 2 8 4 2o4 2.9 6 7 5 6 5 7 4 6 7 9 3 
6 7 8 6 7 5 4 8 6.4 5.8 4 9 6 7 5 5 5 7 7 8 7 
3 8 3 8 7 4 4 7 5.5 4o4 5 2 8 5 4 4 5 4 7 4 7 
3 4 5 9 7 6 5 6 6.4 6.8 4 7 3 7 9 8 1 3 3 10 9 
6 6 8 4 3 6 8 4 4.5 6.7 6 8 6 7 6 6 4 6 5 4 7 
8 10 1 4 4 1 8 1 1.7 2o0 5 1 6 7 7 5 4 2 6 7 7 
-----
0 Q3 Q4 AII NII I 
6 4 
6 6 
5 4 
4 6 
6 5 
5 6 
4 3 
6 7 
5 3 
5 4 
7 5 
5 3 
3 4 
7 3 
4 7 
6 5 
6 3 
5 3 
5 5 
8 5 
5 5 
7 2 
5 3 
7 4 
4 5.7 5.7 
5 5.9 5.7 
5 5.5 6.0 
4 4.0 4.6 
6 5.8 5.3 
4 4.4 5.4 
7 6.5 6oO 
4 5.0 5.4 
7 6.6 5.5 
9 7o7 6o4 
6 6.1 6.0 
5 6.4 6.4 
6 5.2 4.1 
6 7.5 7.6 
4 3.0 4.4 
4 5.1 5.8 
7 7.2 6.2 
5 5.4 6.4 
7 5.9 6.0 
8 6.7 6.5 
7 5.6 6.0 
9 3.0 6.1 
8 6.6 5o4 
6 6.8 6o3 
"' 0 1\.) 
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TABLE ~· 
CHILD SCALE A 
Key Pre ·:rreatment and Follow Up ·:resting '1'1, T3. 
PE: Tl T3 SE: Tl 1'3 
H+ Sl 19 15 7 9 
S2 5 6 8 15 
S3 5 7 27 19 
S4 7 2 ll 10 
S5 10 7 29 16 
S6 10 6 7 0 
---
W+ Sl 16 3 I 6 6 S2 5 4 ll 20 
S3 8 14 I 8 3 
S4 14 13 I 18 9 
S5 17 9 i 20 27 
S6 12 12 I 22 21 
H Sl 7 6 13 8 
S2 2 l 5 8 
S3 7 4 5 3 
S4 26 34 29 16 
S5 ll 5 10 16 
S6 21 19 ! 14 8 
-
NT Sl 14 13 15 18 
S2 10 14 9 12 
S3 24 14 11 13 
S4 17 13 3 3 
S5 2 2 2 2 
S6 11 13 28 29 
Key 
PE: 
H+ Sl 
S2 
S3 
S4 
S5 
S6 
W+ Sl 
S2 
S3 
S4 
~i S5 
'I S6 
H Sl 
S2 
S3 
S4 
S5 
S6 
• 
204 
TABLE 60. 
HYPNOSIS rrESTS. 
The Barber Suggestibility Scale (BSS) Test, Retest 
(Tl, T2), The Childrens Hypnotic Suggestibility 
Scale (CHSS) and ])iagnostic Ratings of Hypnotiz-
ability (TIRH). 
BSS(Tl) BSS(T2) CHSS ])RH SE: BSS(Tl) BSS(T2) CHSS 
-- -----
13 13 24 ll 14 14 26 
16 16 25 14 14 14 24 
7-5 7.5 22 4 14 16 19 
14 14 26 14 6.5 8 16 
7.5 8 16 4 6 12 19 
12 12 16 10 14 14 25 
14 13 28 14 g 11.5 22 
4 3 17 4 0.5 7.5 24 
8 14 24 13 10 16 26 
5 4 15 6 9 16 20 
10 5.5 22 5 8 14.5 21 
7 10 25 6 14 12 24 
-----·-----------··-·- -----------· 
14 16 27 12 0 3 9 
16 16 24 12 12.5 16 30 
14 16 26 10 15 16 29 
16 16 27 13 12 10 24 
14 16 30 14 10 5-5 16 
12 12 24 9 10.5 4-5 18 
.. 
-~ j 
TIRH 
14 
12 
10 
4 
7 
13 
12 
6 
13 
12 
9 
9 
3 
14 
14 
9 
4 
6 
H+ 
W+ 
H 
NT 
TABLE 61. 
Subjects Ages In ~onths As Of 
Initial Treatment Session 
PE: Age SE: 
S1 156 
S2 133 -
S3 132 
S4 125 
S5 122 
S6 120 
.. 
Sl 159 
S2 141 
S3 133 
S4 114 
S5 106 
S6 93 
Sl 147 
S2 140 
S3 133 
S4 119 
S5 109 
S6 98 
S1 151 
S2 138 
S3 131 
S4 119 
S5 109 
S6 98 
205 
Age 
141 
138 
128 
112 
101 
109 
156 
140 
126 
123 
113 
lll 
157 
146 
139 
132 
116 
108 
148 
145 
120 
118 
117 
111 
206 
TABLE 62. 
Social Class 
PE: SOCIAL CLASS SE: SOCIAL CLASS 
H+ Sl 3 3 
S2 ' 2 3 
S3 3 3 
S4 3 3 
S5 3 3 
S6 3 3 
W+ Sl 3 3 
S2 3 2 
S3 3 3 
S4 3 4 
S5 3 2 
S6 3 3 
H Sl 2 3 
S2 3 2 
S3 3 2 
S4 3 4 
S5 2 ·3 
S6 3 2 
MT Sl 2 2 
S2 2 2 
S3 3 3 
S4 3 2 
S5 2 3 
S6 2 3 
l 
ti 
.. , 
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APPENDIX C - Test Forms. 
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l. The CPQ. 
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~t 
4. 
Child Scale A. 
The Barber Suggestibility Scale. 
5. The Children's Hypnotic Susceptibility Scale. 
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CPQ, Form A 
(1963 EJition) 
What You Do and What You Think 
Print Your Name: First. ___________ . Last. ______________ _ 
Your Age Grade in Schoo.._) _____ Boy or GirL-----
Read each statement and mark an [8) on the side that fits you better. Some questions will not have 
the words just the way you want them but mark every one the best you can. You may ask for 
help if you don't know a word. Just raise your hand and the teacher will come to your desk. Do not 
work long on one question. Mark it and go right on to the next one. MARK EVERY ONE. Most 
of the questions have two boxes to choose from but other questions have three boxes. Always look at 
ALL the boxes and pick just one of them for your answer • 
. 
1. When visiting a new building do you like 
to have someone show you around D or 0 do you like to find your own way 
2. When a child laughs at you do you feel 
badly D or 0 do you laugh too 
3. Do you think you could do well at almost 
anything D or D just a few things 
4. In a game on the playground, do you stand 
around 0 or D run a lot 
5. Does your mother think you are too lively 
and restless 0 or D quiet and calm 
6. Do you feel nervous at school 0 or 0 are you happy 
7. Do you work slowly 0 or 0 quickly 
8. In your group is someone else the leader D or 0 are you the leader 
9. Do yo'u have many friends D or 0 just a few good friends 
10. Do you think you smile a great deal 0 or D do not smile much 
GO RIGHT ON TO THE NEXT PAGE. 
DO NOT w:uTE BELOW THIS LINE .. 
FACTOR A B c D E F G H I J N 0 
__jL ~ 
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--------------- -----------FACTOR A B c D E F G H I J N 0 Q. Q· 
.. Copyrtj<ht (!)by The Institute for Personahty & Abthty Testmg, 1!169, 1963. Internntmnnl <·op~·nl!ht m all <·otmtnr' nn<lr•· th• nerne l r.ton, Hu•no• Atrta, 
Bilateral, and lJniver,nl Copyright Conventions. All property rights reserved by The In,titute for Per,onalitv & Ability Tt•sting, 1602·C.4 Coronado Drive, 
Champaign, Illinois, I;.S.A. Printed in U.S.A. Authon are H. B. Porter and R. B. Cattell. CPQ-Atb-7 AA 
PAGE 2 In every question, mark just one box. 
11. Usually means the same as generally . D or seldom D or always O 
12. Do you· sometimes speak angrily to your 
parents · 0 or 0 is it wrong to do so 
13. Does your teacher think you are good at 
sitting still D or D that you run around too much 
14. When your friends argue, do you join the 
argument D or D keep quiet till they finish 
15. Foot is to l~g as hand is to wrist D or finger D or arm D 
16. When someone is slow does it bother you D or 0 does it not bother you 
17. Would you rather hunt birds D or 0 draw pictures of birds 
18. Do you go to buy your own toys D or 0 does mother do it 
19. The next number in 7, 5, 3, _,is 9 D or 10 or 0 D 
· 20. In your family are you the happy one D or 0 the one in trouble 
21. Would you rather talk with your teacher D or 0 talk with a good friend 
22. If two children were fighting on the play-
ground, would you let them fight D or 0 go and tell the teacher 
23. Which one of these does not belong with 
the others: cold, hot, wet, warm warm D or cold 0 or wet 0 
24. If people push you in a bus, do you just 
smile 0 or D do you get mad 
25, Would you like better to have bears here 
now 
26. Would you rather work with books in a 
library 
D or 
D or 
27. If Mary's uncle is my father, what relation 
is Mary's sister to me cousin 0 or 
28. Do they say you shout at people when you 
get excited 0 or 
29. Is mother's way of doing things always 
beti~ 0 ~ 
30. Would you rather be a tap dancer D or 
0 to hear stories about bears 
0 be a General in the Army 
niece O or auntie 0 
0 do they think you are patient 
D is your own new way sometimes bet-
ter 
0 a soldier 
GO RIGHT ON TO THE NEXT PAGE. 
"• 
PAGE 3 In every question, mark iust one box. 
31. Would you rather go to the movies 0 or 0 to a church 
32. Are you doing as well as you should in your 
work 0 or 0 could you do better 
33. Which story would you like better, one 
about killing Indians 0 or 0 how Indians made clothing 
34. Do loud noises scare you 0 or 0 do you just laugh at them 
35. Do you obey the rules all the time 0 or 0 only when someone is looking 
36. Are your feelings easily hurt D or D not easily hurt 
37. Would you rather collect stamps D or D play football 
38. If people wanted you to do something you 
did not want to do, would you get angry D or 0 just go along 
39. If you begin a job and it becomes hard, do 
you give up 0 or D keep on working 
40. Do new teachers frighten you D or D do you usually like them 
41. Would you rather ride a bicycle D or D listen to music 
42. Do teachers scold you D or D think you are all right 
43. When mother calls, do you wait a while D or D do you come right away 
44. Are most children kind to you 0 or D are they sometimes unkind 
, 
45. Would you rather read a book D or D play ball 
46. If someone has a new idea, do you say ,it is 
good D or D wait a while to make sure 
47. If you know the answer, do you raise your 
hand D or 0 wait to be called on 
48. Are your parents always ready to hear you 
talk 0 or D are they sometimes too busy 
49. In a play would you rather be a speed pilot D or D a famous writer 
50. If a trick is played on you, do you laugh D or D get a little angry 
GO RIGHT ON TO THE LAST PAGE. 
Do not write here. 
G __ H L__J __ 
---------~---·· ····--· -·· -· 
PAGE 4 In every question., mark just one box. 
51. Would you like to go fishing by ~rourself 
52. When you say, "I bet I'm rit~ht," are you, 
in the end, :right most of the time 
53. School life is hard 
54. In your school work do you often forget 
55. If you w~re a wi!d. animal, \Vould you 
rather be a lion 
56. Can you do most thint:;s wcH 
57. Would you rather go to s~hool 
58. In dreams do animals du~se you 
59. Are grown .. ups always happy to listen to 
you 
60. Can you easily stand up in class and tall< 
61. Would you rather r(~2d funny books 
62. When a small thing upsets y<Yn, do you get 
so mad you want to throw things 
63. Do you like to listen to long stories 
64. Do your plans often not work 
65. At home would you first help wash the 
dishes 
66. When you are hurried do you still put your 
clothes away 
67. Do you wish school would not be such a 
bother 
68. Do people think that you make many mis-
takes 
69. When you read, do you find it hard to keep 
your mind on it 
70. Wlten mother calls you in the morning, do 
you just jump right up 
D 
D 
D 
[] 
[J 
[] 
0 
c 
0 
D 
D 
D 
0 
0 
0 
0 
0 
0 
or 
or 
or 
or 
or 
or 
0!' 
or 
or· 
or 
or 
or 
or 
or 
or 
or 
or 
or 
or 
or 
D play games with children 
D wrong most of the time 
Deasy 
D do you feel sure you can remembeJ! 
things 
D a fast horse 
[l ea,t others do things better 
0 work at home 
0 are dreams nice 
0 do they get angry when you talk 
0 do you feel shy 
0 do arithmetic 
D can you keep calm 
D do you get tired 
0 do they work out well 
D listen to music or TV 
0 just leave them 
0 is school all right as it is 
0 few mistakes 
0 can you read right on to the end 
D find it hard to wake up 
DID YOU PUT ONE MARK DOWN !=OR EVERY STATEMENT? CHECK BACK AND SEE. 
Do not write here. 
CPQ, Form A 
(1963 Edition} 
What You Do and What You Think 
·Print Your Name: First. ___________ Last. ______________ _ 
Your Age· ______ ___,:__ ___ ~Grade in Schoo . .._I ____ Boy or Girl ______ _ 
Read each statement and mark an [8] on the side that fits you better. Some questions will not have 
the words just the way you want them but mark every one the best you can. You may ask for 
help if you don't know a word. Just raise your hand and the teacher will come to your desk. Do not 
work long on one question. Mark it and go right on to the next one. MARK EVERY ONE. Most 
of the questions have two boxes to choose from but other questions have three boxes. Always look at 
ALL the boxes and pick just one of them for your answer. 
1. Do you finish your school work quickly 0 or 0 does it take you too long 
2. When losing a game, do you sometimes give 
up and save your energy 0 or 0 always play harder 
3. Can you easily persuade your friends to 
accept your plans 0 or 0 is it difficult 
4. Do you think many children do better work 
0 0 than you or are you as good as anyone else 
5. If the teacher lets another child do a job 
you want to do, do you feel badly 0 or 0 soon forget about it 
6. Do grown-ups think you are naughty 0 or 0 well-behaved 
7. Do you find other children take advantage 
of you 0 or 0 are they kind to you 
8. Do you make a lot of mistakes 0 or 0 just a few 
9. Do people like your ideas 0 or 0 do they not like them 
10. If you got lost, would you know what to do 0 or 0 would you be scared 
GO RIGHT ON TO THE NEXT PAGE. 
DO NOT WRITE BELOW THIS LINE 
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Part At Raw Score , __ 
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- ----------- - ---------- -FACTOR A B c D E F G H I J N 0 ~ Q. 
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PAGE 6 Jn e\!'f;ry qur~stion, nmrk iust one box. 
11. Collect if. the opposite f~f spread !l 
12. If it is wrong k• do sGm(;fhh:tg do 3rcm stm 
do it sometim~s Ll 
16. Does te~;;:her P:'l·~?-1<0C"<;1::1:: :::::t/ Y~lu ~: n~ ('are 
less and 1'2r;:~C.d.-
20. If people pest<r rzt-n. . .fh; ~vt:':m ]m::t lam;;.h it 
off 
I ... , 
' 
! 
~- --·: 
: __ .J 
c·~· .. 1 
! ... _J 
[.J 
or gather 0 or save O 
~lr 0 not do it 
o:r st.>e D 
or L--f nv~t~s she never say so 
r ... r-~ f?la·v (~Uh:tJ~r y without so much "f.·..i, 
--' 
er r·, 
.... _ .l ~vnuld It he too difficult 
ur or5 O 
[] rln you ge¥. angry 
Ol' [·~ 
_.: be the mtain actor in a play 
nr 
23. Which one of these does not belo.ug with 
the others: ~;,vhn. nm. sit, fay nm 0 or fiy 0 or sit O 
or [] do you like to move about 
noise 
25. When you gd. ,g Df!'\-Y :~atr~~ a.s :< pr·,~s~~nt, do 
you lik~ to try h first ynur~elf D or 0 have someone show you how to play 
it 
[] o:r [] a big, powerful dog 
27. Tom is y~mnger than Bill. Jim 1s younger 
than T1fim. wVho is the oldrcst I~m D or Jim D or Tom O 
28. Are you disappoint!:d often 0 or 0 hardly ever 
29. If teacher st·olded :fd)U bm:Hy, would you c:ry 
when YGU fco!d miitt.her D or D just laugh when you told her 
·30. Would you raHu:r !n; the t•apta~'rt of a peace-
ful ocean Hn>!.:'.T 0 or D c-aptain of a sub in war 
6 
PAGE 7 In every question, marie just one box. 
31. If a dog were barking at you, would you 
shout, ''Shut up!" D or D say, "He's trying to be a good dog" 
32. Do you forget your troubles quickly D or D do you pout for a long time 
33. Can you touch a big bug D or D would you dislike to touch one 
34. Do you wish you were better looking 0 or D are you good-looking now 
35. Do you usually go straight home D or D play along the way 
36. Do you have a bard time deciding which 
games to play 0 m· D do you make up your mind quickly 
37. Would you rather go to sr.hool D cr 0 go on a long trip in a car 
38. II you were high up on a big rock, would 
you be scared [] or D would you like looking around 
39. \Vhen Christmas presents are under the 
tree1 do you ever try to open. them D or 0 do you wait 
40. Do you feel afraid of things that might 
happen to you Cl or D are you satisfied with things as they 
are 
41. 'Vould you rather be an animal doctor D or D a piano player 
42. Do you have fainting spells D or D do you not 
43. When mother is annoyed with you, is it ~· 
often her fault D or D do you generally feel you were wrong 
44. Does your father do things with you D or D do you not like to bother him when 
he is busy 
45. When you bear a sad story, do tears come 
to your eyes 0 or 0 are you not bothered 
I 
D 46. Do people pay enough attention to you D or do you have to do things to make 
47. When children ask for help in an exam do them notice you 
you let them rlo their own work D or D help them unless teacher is watching 
48. If people ask you to do too many things, do D you find a way to do them D or do you get all mixed up 
49. Would you rather be a space pilot D or D an artist 
50. First thing in the morning are you ready D 0 for fun or are you still tired and sleepy 
GO RIGHT OM TO THE LAST PAGE. 
I' Do not write here. G __ H__ L- J __ 7 
I 
PAGE 8 In every question, mark just one box. 
51. 'Vould you rather read short stories 0 or 
52. Do you succeed in most things you try D or 
53. If a classmate calls you a bad name, do you 
usually fight D or 
54. At a loud bang, do you jump 0 or 
. 
55. Do you laugh when others make mistakes 0 or 
56. Would you rather be called clever 0 or 
57. "\Vould you rather learn a lesson in school 0 or 
D a long book 
D do things often go wrong for you 
0 pretend you do not care 
0 just look around 
0 not laugh at them 
0 nice and kind 
0 watch a game 
58. When people talk about a place you know 
well, do you start telling them about it too 0 or 
59. Are you good because you like to be good 0 or 
D do you keep quiet until they finish 
0 because you get into trouble if you 
are bad 
60. Are you getting along well 0 or 0 do you have many problems 
61. Would you rather have someone else keep 
your room tidy · 0 or 0 do it yourself 
62. If you don't like the food, do you complain 0 or 0 eat it anyway 
63. Do people like best those who are good 0 or 0 those who tell clever jokes 
64. Does mother say you talk too much 0 or 0 are you quiet 
65. Are you happy to stay with young children 0 or 0 won't you stay with them 
66. If friends borrow your things without ask-
ing, is it all right 0 or 
67. Do you like better a teacher who is easy 
to get by 0 or 
0 are you angry 
0 one who is strict 
68. When a problem is too hard, do you give it 
up for a while and forget it 0 or 0 keep working on it 
69. When people play a joke on you do you get 
all upset 0 or 0 take it quietly 
70. If you were angry, would you go quietly to 
your room 0 or 0 would you slam the door as you went 
DID YOU PUT ONE MARK DOWN FOR EVERY STATEMENT? CHECK BACK AND SEE. 
Do not write here. 
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~~-· CPQ, Form B (1963 Edition) 
What You Do and What You ... Think 
., : .• 
Print Your Name: First~··----------- Last·---------~~-----
Your Age Grade in School __Boy or Gir..__ ____ _ 
Read each statement and mark an 181 on the side that fits you better. Some questions will not have 
the words just the way you want them but mark every one the best you can. You may ask for 
help if you don't know a word. Just raise your hand and the teacher will come to your desk. Do not 
work long on one question. Mark it and go right on to the next one. MARK EVERY ONE. Most 
of the questions have two boxes to choose from but other questions have three boxes. Always look at 
ALL the boxes and pick just one of them for your answer. 
1. Would you like to play with mechanical 
toys D or D with friends 
2. Does almost everyone like you D or D only some people 
3. Are most of your friends' families nicer 
than yours D or D not as nice 
4. Can you finish your work faster than 
others D or D do you take longer 
5. Would you go and speak to a little boy or 
girl who is crying D or D send someone to his mother for help 
6. Are you usually sure of yourself D or D do you sometimes feel uncertain 
7. Would you rather be a minister in a church D or D a doctor in a hospital 
8. Would you like to start a new club D or D would you rather someone else 
9. When people . tell about things you have started it 
seen, do you think you know better D or D do you just listen and agree with 
10. When you have started a big job, do you them 
soon forget about it D or D find that you cannot forget it 
GO RIGHT ON TO THE NEXT PAGE. 
DO NOT WRITE BELOW THIS LINE 
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_J ~-N _0_\~ ~ Part B1 Raw Score I 
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PAGE 2 In every question, mark just one box. 
11. Worried is the opposite of calm 0 or sleepy O or concerned D 
12. When others say had things about you, do 
you quietly object 0 or D are your feelings hurt 
13. Do you like to cross a busy street D or 0 are you afraid to cross 
14. Would you rather be president of a busi-
ness D or D a jet pilot 
15. Help is to hinder as all9w is to deny D or punish D or forbid D 
16. Do you have few difficulties D or D many 
17. Would you rather listen to a teacher D or D talk yourself 
18. When something of yours needs fixing, do 
you ask father to mend it D or D fix it yourself 
19. The next number in 2, 4, 8, -, is 10 D or 16 0 or 12 D 
20. Do you ever chew your pencil D or D do you never feel like it 
21. Should everyone have his own airplane D or D are family cars enough 
22. Are you usually quiet in school D or D do you like to say what you think 
23. Which one of these does not belong with the 
others: many, bad, large, few large D or few D orbad D 
24. Do you talk back to mother D or D are you afraid. 
25. When you get angry do you tremble and 
shake D or D talk loud 
26. Would you like to go to the store by your-
self D or D have your parents go with you 
27. I am Jane. If Jim's father is my father's 
son, what relation is Jim to me nephew 0 or brother D or uncle D 
28. When people ask if you will do something, 
is it easy to decide D or D hard to decide 
29. Do you wish you were so good-looking that 
people would turn to look D or D don't you like people to look 
30. Have you ever sold things to people D or D would you not want to sell things 
GO RIGHT ON TO THE NEXT PAGE. 
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PAGE 3 In every question, mark just one box. 
31. In school, do you do well what is wanted D or D do your friends please teacher better 
32. When people start talking as you listen to than you do 
TV or radio, does it bother you D or D don't you hear them talking 
33. Do you feel badly if you get to school late D or D is it all right if you are only a few 
34. If someone says, "Let's all do this," do you minutes late 
·! 
say, "Good, let's do it" D or D do you first ask, "Why?" 
35. Would you rather be a· cowboy D D 
-f or a minister in a church 
! 36. Do you think that grown-ups understand 
you well D or D do they hurt your feelings 
37. Would you rather go on a hike D or D read a good book 
38. When your friends fight, do you try to 
settle it for them D or D do you just leave them alone 
39. Are you sad when mother is cross with you D or D do you soon forget about it 
40. When with strangers, do you feel you can 
go up and speak to them D or D are you afraid to 
41. To help mother, would you rather draw 
some pictures for her D or 0 clean up your room 
42. Which story would you like better, one 
about a new machine D or 0 a famous general 
43. Do you help the new children at school 0 or 0 let the other children help them 
44. Do grown-ups talk all the time 0 or 0 often listen to you 
45. When you cannot go out, do you complain 0 or 0 don't you care 
46. Would you rather have a small dog D or D a baseball set 
47. On a playground, do you do what you want 
to do D or D do what most people want 
48. Do you worry about being punished 0 or D does it never worry you 
49. Do you like to see beautiful scenery D or D watch a bulldozer 
50. Do you worry about not getting good 
grades in school D or 0 are you sure you will do well 
GO RIGHT ON TO THE LAST PAGE. 
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PAGE 4 In every question, mark just one box. 
51. Do you look arithmetic. problems over to 
correct mistakes [] or [] finish up quickly 
52. Are your troubles big [] or [] small 
53. Would you rather tell your mother about 
things at school 0 or [] about a visit to a farm 
54. Do you think you are always polite 
55. Would you rather talk to people 
56. Do you feel lonely and sad often 
. 
0 or [] are you perhaps a little too noisy 
[] or [] show them a game you know 
. [] or [] hardly ever 
57. On days when there is no school, do you 
just· do whatever comes up 0 or 0 plan what you will do for the day 
58. Do you get up early [] or [] like to sleep late 
59. Would you rather go on a walk with a 
friend 0 or [] go to a picnic with mother 
60. If you do something wrong, do you worry 
about it a lot [] or · [] soon forget it 
61. At the end of the day, is it easy to sit still [] or [] do you move around a lot in your 
chair 
62. Do you make your bed yourself 0 or [] do you leave it for mother to make 
63. Would you rather see a movie about cow-
boys and Indians 0 
64. When you start new things, do you do them 
or [] about how people in another country 
live 
fast D or [] slowly 
65. Do you think school has too much punish-
ment [] or [] do you think school is fun 
66. If people tease you do you get angry and 
shout [] or [] walk away and leave them 
6'(. Do you finish all your jobs [] or [] do you sometimes leave some un-
finished 
68. Do you have a good time [] or [] do things go wrong 
69. When you are playing, do you usually keep 
the rules ;t- '~- [] or [] sometimes break them 
70. If children play with your things without 
asking, do you shout at them 0 or [] do you let them play 
DID YOU PUT ONE MARK DOWN FOR EVERY STATEMENT? CHECK BACK AND SEE. 
Do not write here. 
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(1963 Edi:-ion) 
What You Do and What You Think 
Print Your N arne: First __ _ _____ Last _______________________________ .. 
Your Age. ____________ Grade in School 
___ _Boy or Girl _______ _ 
Read each statement and mark an~ on the side that fits you better. Some questions will not have 
the words just the way you want them but mark every one the best you can. You may ask for 
help if you don't know a word. Just raise your hand and the teacher will come to your desk. Do not 
work long on one question. ·Mark it and go right on to the next one. MARK EVERY ONE. Most 
of the questions have two boxes to choose from but other questions have three boxes. Always look at 
ALL the boxes and pick just one of them for your answer . 
. 
1. If children don't play with you, do you feel 
badly D or D do you start another game 
2. Do wonderful things happen every day D or D are most days rather dull 
3. Does mother say you are too slow D or D do you do things quickly 
4. When walking across a narrow bridge, do 
you 1ike looking down at the water D or D does the height upset you 
5. Can you remember people's names D or D do you forget them easily 
6. Do you think you will do well when you 
grow up D or D just fair 
7. Does the teacher ever praise you in class D or D not say anything about you 
8. Can you always do things well D or D some days are you not much good at 
things 
9. Do you like just one close friend D or D lots of them 
\0. Do you wish your mother would help you 
more D or D does she help you too much 
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PAGE6 In every question, mark just one box. 
II. Shy is the opposite of bold 0 or big O or timid O 
12. When you get good news, do you take it 
\ quietly 0 or 0 do you have to dance up and down 
13. Do you think your ideas are right and good 0 · or 0 are you not sure 
14. Are you afraid in the dark . 0 or 0 is there nothing to be afraid of 
15. Walk is to run as slow is to ride 0 or snail 0 or fast O 
16. Are you usually quiet 0 or 0 do you talk a lot 
17. When you get angry do you want to cry 
and pout 0 or 0 to smash things on purpose 
18. Would you rather learn how to play the 
piano 0 or 0 to drive a car 
19. The next number in 1, 4, 7, -, is 9 0 or 10 0 or8 O 
20. Do people say you have a temper 0 or 0 are you easy to get along with 
21. When mother is angry with you, do you 
feel all right anyway 0 or 0 feel like crying 
22. When you have to see the doctor, is it hard 
to be brave 0 or 0 don't you care a bit 
23. Which one of these does not belong with 
the others: some, all, often, none all 0 or none 0 or often 0 
24. Do you sometimes feel like disobeying older 
people 0 or 0 never feel that way 
25. When you grow up would you rather be a 
'
11 lawyer in an office 
,1':_,
1
' 26. If you have torn a book, would you return 
it to the library 
t~ 27. When Joe was as old as Sue is now, Ann 
was older than he. Who is youngest Sue 
I 
O or 
D. or 
O or 
28. When people laugh at you, do you laugh too 0 or 
29. When a visitor comes to your house do you 
talk to him first 0 or 
, " 30. Are you happy to study in a noisy room 0 or 
0 fly a plane 
0 try to repair it first 
AnnO or Joe O 
0 do you get mad at them 
0 do you feel too shy 
0 should your study room be quiet 
GO RIGHT ON TO THE NEXT PAGE. 
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PAGE 1 In every question, mark just one box. 
31. Do you listen to the news sometimes 0 or D always go to play when it comes on 
32. Do you think your classmates sometimes 
laugh at you 0 or D don't they ever 
33. Would you rather play checkers D or D baseball 
34. When you have a new idea, do you tell it 0 or D keep it to yourself 
35. Would you rather be a lius driver D or D a doctor 
36. Do you tell jok-es well D or D find it hard 
37. Can you easily forget your mistakes D or D do they worry you 
38. Would you rather go out with your parents 0 or 0 with your good friends 
39. Do you help a lot around the house D or D just a little 
40. After school, do you play games D or D do you generally not feel like it 
' 
41. Do you like to stay after school with the 
teacher D or D would you rather play 
42. Are your ideas better than the other chil-
dren's D or D generally not quite so good 
43. Do you like to do new things D or D would you rather do those things you 
know best 
44. Are adu1ts sometimes difficult D or D are they mostly kind 
I 45. Do you like to read about wars and battles D or D do they frighten you 
46. Are you scared of being spanked D or D just a little scared 
47. ·When your parents have visitors do you 
D D run away and play or stop to talk with them 
48. Do children tease you D or D do they never tease you 
49. Do you get upset when you quarrel with 
your friends 0 or D don't you mind 
50. Is it hard to act as old as you are D or D do you feel more grown-up than your 
age 
GO RIGHT ON TO THE LAST PAGE. 
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PAGE 8 In every question, mark just one box. 
51. Would you rather make something the way 
teacher says is best D or 
52. 
53. 
If your mother is sad, do you feel sad too 
When the class makes noise, do you sit 
quietly 
D 
D 
or 
or 
54. Are you happy to see your school friends D or 
55. When a star twinkles at you, does it seem 
~~~ D M 
56. Would you rather be an actor D or 
57. In school do you work because the teacher 
might punish you D or 
58. When you get angry, do you keep silent D. or 
59. Do you like to keep arguing D or 
60. Do you sometimes like to just sit and feel 
hopeless D or 
61. Would you rather .do your work D or 
62. Do you do your homework and your chores 
at the same thne each day D. or 
63. If you were. a teacher, would you let the 
children be noisy D or 
64. Can you read well D or 
65. When playing do you complain a little when 
you do not win 0 or 
66. When your school work is wrong, do you 
feel it is no use D or 
.67. Do you do things you should do 0 or 
68. Do you think you could learn to fly an air-
·~ D M 
69. If one of your friends is unkind to you, do 
you forgive him D or 
70. Do you often fight for your rights 0 or 
D do it the way you think best 
D try to cheer her up 
D add to the noise 
0 sometimes do you not want to see 
people 
D does it seem cold and far away 
D a scientist 
D because you like to study 
D do you talk back 
D to stop as soon as you can 
D are you always on the go 
D try to get someone else to do it for 
you 
D at any time 
D would you make them be quiet 
0 do most children read better 
0 do you keep quiet 
0 do you feel you must do better 
D things you like to do 
D would you rather be a policeman 
0 feel you must get even with him 
D do you keep quiet in quarrels 
DID YOU PUT ONE MARK DOWN FOR EVERY STATEMENT? CHECK BACK AND SEE. 
Do not write here. 
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PART II 
13. POST-HYPNOTIC SUGGESTION (Reinduction) 
(3) Closes eyes within time limit and apparently relaxes body. 
(2) Closes eyes without apparent body relaxation, or eyes remain open but become glazed 
and apparently puzzled. 
(1) Partial response indicating clap has had some meaning, but no sign of eye closure, 
dazedness, or body relaxation. 
(0) No significant response, and only closes eyes when specifically instructed. 
14. 'viSUAL AND AUDITORY HALLUCINATION (Television) 
(3) Substantially completes suggested sequence: e.g. sees T.V. set, turns it on, sees picture 
clearly, describes ·scene meaningfully. 
(2) Completes significant portion of sequence with some failure: e.g. sees T.V. set, turns it 
on, but cannot see the picture clearly or describe the program well. · 
(1) Fails most of sequence: e.g. sees T.V. set, but does not turn it on, etc. 
(0) No apparent response: e.g. does not see T.V. set. 
15. COLD HALLUC!i'JATION 
(3) Apparent blanching of skin, temperature change, or goose bumps, and/or appropriate 
motor rei1ponses: e.g. juggling or dropping stick. 
(2) Appropri;-.te verbal response of cold sensation, but no motor or other chan~es. 
(1) Repeated indecision ("I'm not sure if it feels cold.") without non-verbal positive indi-
cators. 
(0) No cold response of any kind. 
16. ANESTHESIA 
On first trial: 
( 1) Feels point, but no pain. 
(0) Feels pain and/or withdraws hand. 
Any other response, give second trial. 
On second trial: 
(3) Does not feel anything. 
(2) Indicates awareness of stimulus, but cannot clearly describe it. 
(1) Feels point, but no pain. . 
(0) Feels pain and/or withdraws hand. 
17. TASTE HAlLUCINATION 
(3) Substantially completes suggested sequence: e.g. takes stick into mouth, makes lick~ 
ing movements, describes appropriate taste sensation. 
(2) Completes significant portion of sequence with some inadequacies: e.g., experiences 
only very slight or vague taste sensations. 
(1) Completes sequence hut denies effect: e.g. "It tastes like wood." 
(0) No sequence. 
18. SMELL HAllUCINA1'10N (Perfume) 
( 3) Affirms and describes odor of perfume. 
· (2) Affirms odor of perfume, but rloes not elaborate or describe it. 
(1) Smells something, hut. not sure it smells like perfume. 
(0) Smells nothing, or smells bad odor. · 
Score 
. ,
/~ 
19. VISUAL HALLUCINATION (Rabbit) 
(3) Substantially completes suggested sequence: e.g. picks up rabbit, cuddles, describes it. 
(2) Completes significant portion of sequence with some inadequacies: e.g. sees rabbit and 
describes it, but does not pick it up. 
(1) Not sure he sees rabbit and performs most of sequence vaguely or inappropriately. 
(O)Does not see rabbit. 
20. AGE REGRESSION 
General sequence involves three parts: (a) Verbalizations that are not inconsistent with the role of a younger 
child, (b) Changes in writing own name, and (c) Changes in figure drawing. For name writing, changing from 
writing to printing is the most general expectation, though not required. For both (b) and (c), performance 
changes must be in the direction of sloppier and/or simpler drawing and writing, particularly relative to the pre-
hypnotic performance. 
(3) Completes sequence appropriately, i.e. no negations on questions and apparent changes 
downward on both name and drawings. Regressed drawing cannot be better than hyp-
notic drawing, but it need not be worse so long as hypnotic drawing is simpler, etc. than 
prehypnotic drawing. 
(2) .Qualifies on either name or drawing or both regardless of responses to questions. 
(1) Neither name nor drawing shmv regression, but no negation on questions. 
(0) No changes on either name or drawing and negative responses to questions. 
21. DREAM 
(3) Reports spontaneously and without appearance of concocting story as he goes, and/or 
some elaboration PI' emotionality (giving the appearance of impact on the child). 
(2) Perfunctory report or lack of emotionality, but does not appear to be composing the 
story during the report. 
(1) Same as (2), but appears to be composing. 
(0) No response or negation. 
22. AWAKENING AND POST~HYPNOTICdSUGGESTION 
(3) Substantially completes suggested sequence: e.g. awakens, looks down at rabbit, re-
cites name. 
(2) Completes significant portion of sequence with some inadequacies: e.g. looks down but 
says, "He can't ask my name, rabbits don't talk." 
(1) Fails most of sequence: e.g. "I'rn supposed to tell him my name, but there isn't any 
rabbit there.". 
(0) No apparent response: e.g. neither looks down nor tells name . 
Score 
TOTAL __ _ 
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JUNIOR EYSENCK 
PERSONALITY INVENTORY 
by Sybil 3. G. Eysc.n<tk 
NAME 
AGE ......................................... . SEX ....................... . 
E= D N= D L= D 
Instructions 
Here are some questions about the way you behave, feel and act. After each 
question Is a space for answering "YES" or "NO". 
Try to decide whether "YES" or "NO" !s your usual way of acting or feeling. 
Put a ruler or a sheet of paper under each question and then put a cross in the 
circle under the column headed "YES" or "NO". Work quickly, and don't spend 
too much time over any question. Be sure not to leave out any questions. 
~sr.;-~' ~:;~_ ~.:-:,~:.mr· ·< .. :: ~;.,, ,~-·/ ' 1 ( );~ .. } 
UNIVERSity "OF LONDON-PRESS LTD 
~.,:.--:;: . . 
\. 
eQ YES NO N OLO I I I I I I I I ! I I 0 0 . , ·r . -~ -~ ~: . i I 30. Do you like playing pranks on others? ................................................ 
REMEMBER TO ANSWER EACH QUESTION YES NO 31. Do you often feel fed-up? ............................................................... 0 0 
I. Do you like plenty of excitement going on around you? ........................ 0 0 32. Do you sometimes boast a little? ...................................................... 0 0 
2. Do you often need kind friends to cheer you up? ................................. 0 0 33. Are you mostly quiet when you are with others! ................................. 0 0 
3. Do you nearly always have a quick answer when people talk to you? ......... 0 0 34. Do you sometimes get so restless that you cannot sit In a chair long? ......... 0 0 35. Do you often make up your mind to do things suddenly! ..................... 0 0 4. Do you sometimes get cross? ............................................................ 0 0 36. Are you always quiet in class, even when the teacher Is out of the room! 0 0 s. Are you moody? ........................................................................... 0 0 0 0 37. Do you have many frightening dreams! ............................................. 6. Would you rather be alone instead· of me'!tlng other children? ............ _. .. 0 0 Can you usually let yourself go and enjoy yourself at a gay party? ............ 0 0 38. 7. Do Ideas run through your !lead so that you cannot sleep? ..................... 0 0 39. Are your feelings rather easily hurt? 0 0 ················································ 8. Do you always do as you are told at once? .......................................... 0 0 40. Have you ever said anything bad or nasty about anyone!. ........................ 0 0 
9. Do you like prac;lcal jokes! ............................................................ 0 0 41. Would you call yourself happy-go-lucky!.. ........................................... 0 0 
10. Do you ever feel "just miserable" for no good reason? 
························ 0 0 42. Do you worry for a long while if you feel you have made a fool of yourself? 0 0 
II. Are you rather lively! ..................................................................... 0 0 43. Do you often like a rough and tumble game? ....................................... 0 0 
12. Have you ever broken any rules at school? .......................................... 0 0 44. Do you always eat everything you are given at meals? ........................... 0 0 
13. Do lots ofthlngs annoy you? ............................................................ 0 0 45. Do you find it very hard to take no for an answer? .............................. 0 0 
14. Do you Ilk~ doing things where you hav~ to act quickly? . .................... 0 0 46. Do you like going out a lot! ............................................................ 0 0 
IS. Do you worry about.!lwful things that might happen! ........................... 0 0 47. Do you sometimes feel life Is just not worth living? .............................. 0 0 
16. Can you always keep every secret? ................................................... 0 0 48. Have you ever been cheeky to your parents? . ................................... 0 0 
17. Can you get a party going? ................ ~ .............................................. 0 0 49. Do other people think of you as being very lively? ................................. ·0 0 
18. Do you get thumping In your heart? ................................................... 0 0 so. Does your mind often wander off when you are doing a Job? .................. 0 0 
19. When you make new friends do you usually make the first move? ......... 0 0 51. Would you rather sit and watch than play at parties! ........................... 0 0 
20. Have you ever told a lie? .................................................................. 0 0 52. Do you find It hard to get to sleep at nights because you are worrying 0 about things? ................................................................................. 0 
21. Are you easily hurt when people find fault with you or the work you do? 0 0 53. Do you usually feel fairly sure you can do the things you have to?. ........... 0 0 
22. Do you like telling jokes or funny stories to your friends! ..................... 0 0 54. Do you often feel lonely! . ............................................................... 0 0 
23. Do you often feel tired for no good reason! ....................................... 0 0 55. Are you shy of speaking first when you meet new people? .......... , .......... 0 0 
. .J . 
24. Do you always finish your homework before you play? ........................ 0 0 56. Do you often make up your mind when It Is too late? ........................... 0 0 
25. Are you usually happy and cheerful?.. ........ ~ ........................................ 0 0 57. When children shout at you, do you shout back! ... ....... ......... ........... ... · 0 0 
26. Are you touchy about some things? ................................................... 0 0 58 •. Do you sometimes feel specially cheerful and at other times sad without any 0 0 good reason 1 ................................................. · ............................ , ... 27. Do you like mixing with other children? ............................................. 0 0 59. Do you find It hard to really enjoy yourself at a lively party! .................. 0 0 28. Do you say your prayers oi!Very night! ................................................ 0 0 60. Do you often get Into trouble because you do things without thinking first? 0 0 29. Do you have "dizzy turns"! ............................................................ 0 0 PLEASE CHECK TO SEE THAT YOU HAVE ANSWERED ALL THE QUESTIONS 
STIUCILY eONFIDEl\lJ'IAI, FOR OFFV.:::E USE Ol':U:' 
CHJLD SCALE A 
TO BE CO!I.fPLETED BY PARENTS 
Name of Child 
Address 
Boy/Girl Date of Birth ................................................... -· ... . ............. - ......................... . 
School 
............................................................................................ __ ,,, .......................................... , ... _., ....... . 
HOW TO FILL IN THIS FORM 
The questionnaire asks about various kinds of behaviour that many children show at some time. Please cross the answers according to the way 
your child is now. 
HEALTH PROBLEMS. 
·Below is a list of minor health problems which most children have at some time. Please tell us how often each of 
these happens with your child by pu!ting a cross in the correct box. 
(i) 
Ne,·er in 
the last 
year 
A. Complains of headaches 0 
B. Has stomach-ache or vomiting ... 0 
C. Complains of biliousness ... 0 
D. Wets his/her bed or pants ... 0 
E. Soils him/herself or loses control of bowels D 
F. Has temper tantrums (that is, complete loss of temper 
with shouting, angry movements, etc.) D 
G. Had tears on arrival at school or refused to go into the 
building 0 
H. Truants from school 0 
HABITS. Please place a cross against the correct answer. 
I. Does he/she stammer or stutter? . ... ... 0 No . 
ll. Has he/she any difficulty with speech other than 
stammering or stuttering? ... 
· lf"Yes", is the difficulty 
O "lisping" 
. ... 0 No. 
(ii). (iii) (iv) 
Less often At least At least 
than once once per once per 
per month month week 
0 0 0 
0 0 0 
0 0 0 
0 D D 
0 D D 
D 0 0 
0 D 0 
0 0 0 
0 Yes-mildly. 0 Yes-severely . 
0 Yes-mild • 0 Yes-severe. -
0 cannot say words
1
properly ·· . · . 
0 other, please describe: ... - ..... - ......................... - .. _ ...... - ... _.-........... ------·---·--.. ·---·--· ·---.... ··-·---.. -- . 
---··-·-······-········ ............... -................ _t-·--···-· .. ·-··-··· .. - .. ------··-····-··---······--·····--............. --·····~· .. ·---...................................... .. 
III. Does he/she ever steal things? · 0 No. 0 Yes-occasionally. 0 Yes-frequently. 
If "Yes" (occasionally or frequently), 
when he/she steals, does it involve 
0 minor pilfering of pens, sweets, toys, small sums of money, etc. 
0 stealing of big things 
0 both minor pilfering and stealing of big things 
when he/she steals, is it done 
0 inthehome 
0 else~here 
0 botll in the home and el~where 
when he/she steals, does he/she do it 
0 on his/her own 
0 with other children or adults 
0 sometimes on his/her own, sometimes with others 
IV. Does he/she have any eating difficulty? ... 
If"Yes",isit 
0 faddiness 
0 noteatingenough 
0 eating too much 
•:• ... 0 No. 0 Yes-mild. 0 Yes:--severe. 
; ;.··. 
0 other, please describe: .. - ..... - ........ ·-·-:·-.. ··-·· .. - ............... - ... -·--·--·---........... _ .. ___ .,_ ..................... - ......... . 
... 0 No. 0 Yes-mild. 0 :es-severe. V. Does he/she have any sleeping difficulty? 
lf''Yes", is it difficulty in 
0 getting off to sleep 
0 waking during the night 
0 waking early in the morning . 
0 other, please describe: ............... :.. ............ _ ............. - ......................... ~ .. -----------·-·-.. ·-----·-·-······-··---
-····-·-················-· ............ ····--··-······--·-···-····-·-·-··-···--.. --···--···-··--------·----_._.·--··-·---·-···--
FOR OFFICE 
USE ONLY 
0 
0 
D 
0 
0 
D 
D 
0 
0 
0 
D 
D 
0 
0 
0 
0 
0 
D 
0 
.. 
1Jtlow are a series of descriptions of behaviour often shown by children. After each statement <He. three co!umns-
"Dursn't Apply," "Applies Somewhat", and "Certainly Applies." If your child definitely sl10·o~·s the beh:wiour des::ribed 
by the statement place a cross in the box under "Certainly Applies." If he or she shows the behaviour described by the 
st•1tement but to a lesser degree or less often, place a cross under "Applies Somewhat". If, as far as you are aware, your 
child doc:s not show the b~h:wiour, place a cross under "Doesn't Apply." 
Pkase put one cross against each statement. 
Does11'1 Applies Certai11/y 
STATEMENT Apply Somell'hat Applies 
1. V cry restless. Often running about or jumping up and down. 
Hardly ever still D D 0 
2. Squirmy, fidgety child D D D 
3. Often destroys own or others' belongings .· ... D D 0 
4. Frequently fights with other children D D 0 
5. Not much liked by other children 0 D D 
6. Often worried, worries about many things D D 0 
7. Tends to do things on his own-'-rather solitary D D D 
8. Irritable. Is quick to 'fly off the handle~ D D D 
9. Often appears miserable, unhappy, tearful or distressed ••• D D D 
10. Has twitches, m~nnerisms or tics of the face or body 
~. '1 D D 0 
11. Frequently sucks thumb or finger D D D 
12. Fre(luently bites nails or fingers D D D 
13. Is often disobedient ... ... D D D 
14. Cannot settle to anything for more than a few moments •.• D D D 
15. Tends to befearfulor afraid of new things or new situations D D D 
16. Fussy or over-particular child D D D 
17. Often tells lies ... 0, D D 
18. Bullies other children D 0 D 
ARE THERE ANY OTHER PROBLEMS? 
t'U~ Ul I' ILL· . 
USE ONLY 
~ 
0 
D 
0 
0 
D 
D 
0 
0 
D 
0 
D 
0 
0 
D· 
D 
D 
0 
Signature: Mr./Mrs./Miss-··-··--.. -·--····· .. ----··--····-.......... --. 
THANK YOU VERY MUc;H FOR YOUR HELP. 
-I, 
' I 
I 
==4, 
_{~ 
r 
I 
SU t~L'~. 
3ubjcct's H1.me 
. 
........ ' 
. 
• • • • • • • • • • • • • • • • • • • • • • • 0 • • • , 
Date •••••o•••e•••••••; 
Sex •.. e •• II •••• 
• • • • • • t ~ • • • • ~ • • , 
~:~perimental procedure . 
• • • • • • • • • • • • • • • • • • • • • e • • • • • • • • • • • • • • • • • • • 4 $ • • • • • • • I 
2. 
3. 
4. 
5 •. 
Arm Lowering 
;.;.rm dovm: inches 
Arm IJevi tation 
Al"'I!l up: inc!1es 
• • • • • • • e 
Hand Lock 
1Lnd~3 opelPd before 5 ,-:;ec .••••••• 
EL'.~'l.do 011e:1ea. after 5 s ~~c. • ••.•••• ; 
Hands not 01JG:1ed after 15 sec. • •• . . . . . , 
Thirst "I-I:::llucina ti on" 
S'.rvallo\ved ... a •••• ; n'1..oved mou ~h 
licl:ed- lips ...... ; 
Verbal In hi l)i ti · :n 
;)aid nnm.e before 5 oec ••••••• ; 
Said nar'le 2.fter 5 sec. • •••.• ; 
Did not say n~ms afte~ 15 sec. 
... 
. 
. . , 
. 
. . . . , 
6. -:5ody I:1~;1obili ty 
up 0efore 5 sed •••• . 
. ' 
Go-G 
G-ot 
Did 
up after 5"' .Jec. • •.••. ; 
not GG<'.:1d u • .~ after 15 s\;~. . . . . . . .. 
7. "J?ooth~r:·motic-li:ce :r 
Did C01.1gh •••••• ; 
).en~:~on.se 
di(L:.' t ·o -::;h 
8. Selcc i;i ve r~EmesL~ 
Reme·;~~bered 2JJnesic +;acJk ••••••• ; 
didn' ; re1ne .'ber -.:ntil ~~i ven 
?Oi'.\L 3COJ.'S 
. 
e • • • • • • • ' 
. 
. . . . . . '
Q1)j0ctive. Sub j ecti Ye. 
Score Score 
• • e • • e • • • • • c • ~ • • • • • • • 
• & • ~ • • • • • • 
• • • • • • • • • • • • • • • • • • • • • 
• • 0 • • • • • • • • • • • • • • • • • • 
• • • • • • • • • • . . . . . . . . . . . 
.. • • • 0 • • • • • • • 
. ~ . . . . . . . . ~ . . . . . . . . . . 
•••••••••• • • •·. G e t •• a t 
. . . . . . . . . . . . . . . . . . ~ . . 
/ 
1. rr··.fhen I sc:.id that your ri.:;b. -~ arm '':-'·:1S !1.2 :::.:vy and ·:;as co mint; do;;v.'l, did 
~ron:r ar:,1 feel heavy Ol' did :rou. just let it come dovm in order to 
InollO''l inC!+·!,,, c·i·l· On" or i"o rlr=>a'"'e T•lC· ?, " ...... ~ - ...._. u_ ~-- ~ ';.;} ... ~.J ._, v . ..~. ... 
2, "'-7hCI1 I said tho. t your left arm felt li _ _;ht and. .. JaD ris:l .. ;l~, did your 
a:cm feel liL:l1t or did yo;.1 :"C'aise it <~.eliberc.tel~r in order to follo~:! 
inst:.."llC do~1.3 o~:' to ~~J.e2.sc me ? n 
3. "'Jhen I said tlK•t _your h'"'.l'.ds were stuck and you couldn't t··:l:e ~hen 
a :par~, did ~rou e..c ';1.2.:J.l~r foel t~1a t yoD. cou.ldn' t -l:;c_:.l;;:c ~ron:.' hancL:: a1x1rt 
or clid you keep you:>·· lL.:1cla to<3!:~ther in order to follmv instructions 
or to pl ~C:~.se ne ? " 
4. "When I said that you 1vere t)eco:,ling very thirsty, dicl you actually 
"l-!eCOJ:1e V8I'~.~ tLil~:..;ty or did 7011- jU;:Jt 2.r;t ~~s if ~TOU '.'.'·-~re t~1i .-~:.>ty in 
order to follow ins L"t'.ctj_) r:l or to pl::;ase me ? 11 
5. ".ihe!l I s:::.id th=tt ··0u coEldn't s·ay your name, did yo"..l actua::.l~r fgcl· 
thJ.t :'foU (~culdn' t SJ?8::tk your n:::LT!le or c'_id you jusc ~o alo!l~ {i th the 
su_,:~(j;'J tis . L1 o:-·der :~o :fo11o-:.' tn;;:; cr.;;_ct;j_ ,_"ls or to pl9:::..c::) 10 ? " 
6. rf'Jhcn I :S::ticl t;1:s, t ~ro·.~ ·::~)re ;::tuck Ll t!~le chair, did yo~J. feel th2.t you 
':.-:;re s c11.ck a;nd U118,bl':! to s ·,<>.n(l_ up or did :rort just ,co alo '.:; ui t> -t;·:c-e 
SU,3:_,·,:;stion i;o follm; ins ;~r:~.cti 0.1S or to pl03.Se r•le ? rt 
7. "'.!hen I click:;cl and =rou cou.:::;hed, did yo;;. feel t~w.t yov. cou::;:~ed ?.llto-
n-9. tic2.ll ·· o:.· did yov.. cough clsJ.iber2. tel'' in o~:--c< -,~:_·' to follo:J inr:> cruc ';-i ')~'18 0 l' + O ·n 1 :-:v· '·..., 1 ,-,CI '? ll ._, 
' J ..;,:,'~ _ _,_,,j~ ........ Lv. 
S. "Did you actuall~r fo ··set th:.·t I 11e,d saic-~ tll~:tt your o.r:-r~ w~'·-s risin=:; or 
or did you just act us i! }0~ ha~ forgotten 5TI order to follow 
inGtrL!.Ctions or to :;?lC.J.se m.e ? '' 
Time 
I 
CHILDREN'S HYPNOTIC SUSCEPTIBILITY SCALE 
SCORING & OBSERVATION FORM 
/ 
..... 
Session# 
.·Hypnotist _____ _ 
Observer~·-"~---~~ 
. ...•. 
... 
. . ·~.. . • 
. Score ________ _ 
using (check one): 
__ 4-point scale 
__ +-scale 
Standard scoring procedures call for a four-point scale and it is recommended that performances be re-
corded in this manner. Those who prefer a simple Pass ( + ) vs. Fail (- ) dichotomy may la t0r reduc<) 
scores to such a scale by counting 0 and 1 scores as Fail ( --) and 2 and 3 scores as Pass ( + ) _ 
Try to record time in the left hand margin, but remember that observa6ons of behavior are more im-
portant than precise time records. In the blank space under each item, make special note of the child's 
apparent subjective reaction to the experience, e.g. is he particul.arly sluggish? alert? sober? amused? How 
hard does he seem to be trying on the challenge items? Do some of his responses appear to be ~'uncon­
sciously" determined, e.g. docs response to post-hypnotic suggestion seem natural and unstudied or merely 
compliant? 
Check .the •appropriate rcf;ponse in each item and enter its number on line at right. 
PART I 
1. POSTURAL SWAY 
(Score only on first attempt, i.e .. on basis of performance during initial reading of Paragraphs 2, 3, and 4.) 
(3) Falls. 
(2) Loses balance and re:covers without falling. 
( 1) Sways, but does not lose balance. 
( 0) Little or no swaying, no loss of balance. 
2. EYE CLOSURE 
(3) Eyes close and remain closed before examiner completes Paragraph 5. 
(2) Eyes close within 10 seconds after completion of Paragraph 5, or close before time 
limit but occasionally reopen briefly. 
(1) Becomes drowsy, but eyes do not close within limit. 
(0) No marked drowsiness, and only closes eyes when specifically told to do so. 
3. HAND LOWERING (Left) 
(3) Hand rises less than 1" from chair by time limit, or with slow, effortful movement, up 
. to 3". 
(2) Hand rises from l" to 3" by time limit, or with slow, effortful movement, up to 4". 
(1), Hand rises from 3" to 6", relatively easy, smooth, rapid movement. 
(0) Hand rises more than 6", relatively easy, smooth, or rapid motion. 
4. ARM IMMOBILIZAfiON (Left) 
(3) Hand lowers to resting position within time limit. 
(2) Hand moves through 30 degree arc or more, but does not lower to rest. 
( 1) Hand lowers through less than 30 degree arc. 
(0) Hand does not move noticeably. 
Score 
l 
' 
' 
,· 
' 
Time 
/ 
CHILDREN'S HYPNOTIC SUSCEPTIBILITY SCALE 
SCORING & OBSERVATION FORM 
Child's Name Session# 
Year Month 
Date 
---
Birthdate 
·Age: 
---- ----
Day 
.. . .. 
----
,Hypnotist _____ . 
Observer~-~~---~~-
. ... •. 
·.·Score ________ _ 
using (check one): 
__ 4-point scale 
__ +-scale 
Standard scoring procedures call for a four-point scale and it is recommended that perfonnances be re-
corded in this manner. Those who prefer a simple Pass ( +) vs. Fail (-) dichotomy may latP.r reduc.-:) 
scores to such a scale by counting 0 and 1 scores as Fail ( ---) and 2 and 3 scores as Pass ( + ) . 
Try to record time in the left hand margin, but remember that observations of behavior are more im-
portant than precise time records. In the blank space under each item, make special note of the child's 
apparent subje<:tive reaction to the experience, e.g. is he particul.arly sluggish? alert? sober? amused? How 
hard does he seem to be trying on the challenge items? Do some of his responses appear to be "uncon-
sciously" determined, e.g. docs response to post-hypnotic suggestion seem natural and unstudied or merely 
compliant? 
Check .the 'appropriate rt<F;ponse in each item and enter its number on line at right. 
PART I 
1. POSTURAL SWAY 
(Score only on first attempt, i.e. on basis of performance during initial reading of Paragraphs 2, 3, and 4.) 
(3) Falls. 
(2) Loses balance and recovers without falling. 
( 1) Sways, but does not lose balance. 
(0) Little or no swaying, no loss of balance. 
2. EYE CLOSURE 
(3) Eyes close and remain closed before examiner completes Paragraph 5. 
(2) Eyes close within 10 seconds after completion of Paragraph 5, or close before time 
limit but occasionally reopen briefly. 
(1) Becomes drowsy, but eyes do not close within limit. 
( 0) No marked drowsiness, and only closes eyes when specifically told to do so. 
3. HAND LOWERING (Left) 
(3) Hand rises less than 1" from chair by time limit, or with slow, effortful movement, up 
. to 3". 
(2). Hand rises from l" to 3" by time limit, or with slow, effortful movement, up to· 4". 
(1), Hand rises from 3" to 6", relatively easy, smooth, rapid movement. 
(0) Hand rises more than 6", relatively easy, smooth, or rapid motion. 
4. ARM IMMOBILIZATION (Left) 
(3) Hand lowers to resting position within time limit. 
(2) Hand moves through 30 degree arc or more, but does not lower to rest. 
( 1) Hand lowers through less than 30 degree arc. 
(0) Hand does not move noticeably. 
Score 
